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To GovernoiRaunerand Members of the General Assembly:

This yeards annual report sadly captured our fail
times when citizens, Statgencies and our governmental leaders must have a collective aawetoi

remedy our social failingsWhen State agencies use an assessment tool that has never been validated on
the very young to psychiatrically hospitalize three and four-gihchildren, shame on usWhen a four

yearold comes into state custody with the developmental speech of a tweojgaand we only afford

him 15 minutes of speech therapy once a wslk#time on us. When a ward is gunned down in the streets

by an officer whose dutig to protect and there is no integrity to those reporting the incident, shame on us

as a societyWhen our Stateds Public Heal t hevismaratedhe nt al

vulnerable families have to face child protection investigatiitisout prevention serviceshame on us.

It is with hope of a collective conscientious res

Respectfully,
__\‘ |
| \Amar 7§/ dni__.

Denise Kane, Ph.D.
Inspector General
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| NTRODUCTION

The Office of the Inspector General of the
Department of Children andramily Services
was created by unanimous vote of the lllinois
General Assembly in June 1993 to reform and
strengthen the child welfare system. The
mandate of the Office of the Inspector General
is to investigate misconduct, misfeasance,
malfeasance, andolations of rules, procedures,
or laws by Department of Children and Family
Services (DCFS) employees, foster parents,
service providers and contractors with the
Department. See20 ILCS 505/35.5 35.7. To
that end, this Office has undertaken numerous
investigations and initiated projects designed to
protect childrenuncover wrongdoing, improve
practice, and increase professionalism within the
Department.

I NVESTIGATION CATEGORIES

Death and Serious Injury Investigations

The Office of the Inspector @Geral investigates
deaths and serious injuries of lllinois children
whose families were involved in the child
welfare system within the preceding 12 months
The Inspector General is an officiomember of

the Child Death Review Team Executive
Council.  The Inspector General receives
notification from the Illinois State Central
Register (SCR) of all child deaths and serious
physical injuries where the child was a ward of
DCFS, the family is the subject of an open
investigation or service case, or the famias

the subject of a previous investigation or closed
case within the preceding 12 months. The
notification of a child death or serious injury
generates a preliminary investigation in which
the death report and other reports are reviewed
and computer dabases are searched. When
further investigation is warranted, records are
impounded, subpoenaed or requested and a
review is completed. When necessary, a full
investigation, including interviews, is conducted.
The I nspector
maintains a database of child death statistics and
critical information related to child deaths in

General 6

lllinois. The following chart summarizes the
death cases reviewed in FY 2015:

FY 15CHILD DEATH CASESREVIEWED

CHILD DEATHS IN FY 15MEETING THE 96
CRITER IA FOR REVIEW

INVESTIGATORY REVIEW S OF RECORDS 76
FULL INVESTIGATIONS 20

Summaries of death investigations, with a full
investigative report submitted to the Director,
are included in the Investigations Section of this
Report onpage?7. Summaryof all child deaths
reviewed by the Office of the Inspector General
in FY 15 can be found on pad® of this report.

General Investigations

The Office of the Inspector General responds to
and investigates complaints filed by the state and
local judiciay, Department employees, foster
parents, biological parents and the general
public. Investigations yield both caspecific
recommendations, including disciplinary
recommendations and recommendations for
systemic changes within the child welfare
systemThe | nspector Gener
compliance with all recommendations.

Child Welfare Employee Licensure
Investigations

In 2000, the General Assembly mandated that
the Department of Children and Family Services
institute a system for licensing duot service
child welfare employees. The Child Welfare
Employee License (CWEL) permits centralized
monitoring of all persons providing direct child
welfare services, whether they are employed
with the Department or a private agencyheT
employee licensip system seeks to maintain
accountability, integrity and honesty of those
gntrustet! withcthee cate rok alnesatlle children
and families.

INTRODUCTION 1
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A child welfare employee license is required for
both Department and private agency
investigative, child welfare andlicensing
workers and supervisors. The Department,
through the Office of Employee Licensure,
administers and issues Child Welfare Employee
Licenses.

A committee composed of representatives of the
Office of the Inspector General, the Child
Welfare Emplgee Licensure Board and the
Department 6s Of fice
screens referrals for CWEL Investigations. The
committee reviews complaints to determine
whether the allegations meet one or more
grounds for licensure action as defined in
Department Rle 412.50 89 Illl. Adm. Code
412.50). ThenspectorGeneralinvestigates and
prosecutes CWEL complaints and hearings.

When a CWEL Investigation is completed, the
Office of the Inspector General, as the
Department 6s
whether tle findings of the investigation support
possible licensure action. Allegations that could
support licensure action include conviction for
specified criminal acts, indicated findings of
child abuse or neglect, egregious acts that
demonstrate incompetence @& pattern of
deviation from a minimum standard of child
welfare practice. Department Rule 412.50 (89
lll. Adm. Code 412.50) specifies the grounds for
licensure action. When licensure action is
appropriate, the licensee is provided an
opportunity for a baring. An Administrative
Law Judge presides over the hearing and reports
findings and recommendations to the Child
Welfare Employee Licensure Board. The CWEL
Board makes the final decision regarding
licensure action.

In FY 2015 22 cases were referred the
InspectorGeneralfor Child Welfare Employee
License investigations. In addition, the Inspector
General 6s Office
assistance to the Office of Employee Licensure
in 22 evaluations of CWEL applicants.

of

representative,

FY 2015 CWEL INVESTIGATION
DISPOSITIONS

CASES OPENED FOR FULL INVESTIGATION 22
INVESTIGATIONS COMPLETED/NO CHARGES
REVOCATION

LICENSE SUSPENSION
LICENSESRELINQUISHED

PENDING INVESTIGATION

PENDING ADMINISTRATIVE HEARING

Nk Wwo AN

Regolpiipn obPyias kavestigatiene n s u r

e
CASESPRIOR TO FY 15 7
REVOCATION 2
LICENSE SUSPENSION 2
LICENSE RELINQUISHED 1
PENDING FINAL DECISDN 2

Criminal Background Investigations and Law
Enforcement Liaison

determines
The Il nspector Gener al
technical assistance to the Department and
private agencies in performing and assessing
criminal history checksn FY 15, the Inspector
Gener al 6s OB47 icases requpséng e d
criminal background information from the Law
Enforcement Agencies Data System (LES).
Each case may involve multiple law
enforcement database searches and may involve
requests on multiple personsFor the 3,347
cases opened in FY 15, thespectorGenerad s
Office conducted11,420 searches for criminal
background information.

In addtion, in the course of an investigation, if
evidence indicates that a criminal act may have
been committed, the Inspector General may
notify the lllinois State Police, and thdfioe of

the Inspector General may investigate the
alleged act for administrie action only.

pr ovi dehd Office 6f ¢ha nspectoraGenkeralt assisth law ¢ a |

enforcement agencies with gathering necessary
documents. If law enforcement elects to
investigate and requests that the administrative
investigation be put on hold, the Office of the
Inspector General will retain the case on monitor
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status. If law enforcement declines to prosecute,
the Inspector General will determine whether
further investigation or administrative action is

appropriate.

I NVESTIGATIVE PROCESS

The Office of the Inspecto
investigative process begins with a Request for
Investigation or notification by the State Central
Register of a chil dobs
referral for a Child Welfare Employee License
investigation. Investigations may also be
initiated when thenspectorGenerallearns of a
pending criminal or child abuse investigation
against a child welfare employee.

In FY 2015, the Office of the Inspector General
received 3,783 Requests for Investigation or
technical assistanceRequests forrivestigation

and notices of deaths or serious injury are
screened to determine whether the facts suggest
possible misconduct by a foster parent,
Department employee, or private agency
employee, or whether it suggests a need for
systemic change. If an ajjation is accepted for
investigation, the |
review records and interview relevant witnesses.
The Inspector General reports to the Director of
the Department and to the Governor with
recommendations for discipline, systemic
change, or sanctions against private agencies.
The Office of the Inspector General monitors the
implementation of accepted recommendations.

The Office of the Inspector General may work
directly with a private agency and its board of
directors to ensure mplementation when
recommendations pertain to a private agency. In
rare circumstances, when the allegations are
serious enough to present a risk to children, the
Il nspector Gener al ma y
intake for new cases be put on temporary hold,
or that an employee be placed on desk duty
pending the outcome of the investigation.

YThis includes requests for int@gmtion, notice of child
deaths and serious injuries, notification of arrests or
pending abuse investigations, and requests for technical
assistance and information.

nsp

-

The Office of the Inspector General is mandated
by statute to be separate from the Department.
InspectorGeneralfiles are not accessible to the
Department. The inveaghations, investigative
reports and recommendations are prepared
without editorial input from either the
Department or any private agency. Once a

Gener al?ego t is completed, the Inspector General will

consider comments received and the Report may
be revised acadingly.

i g tcgmplginrt isS r?o{ Iap%rgp?iateI f]?)rJ 1‘JIJJIIr y
investigation by the Office of the Inspector
General, the rspectorGeneral may refer the
complaint to law enforcement (if criminal acts
appear to have been committed), to the

or

Depart ment 6s efdChinreraaody Of f i

Families, or to other state regulatory agencies,
such as the Department of Financial and
Professional Regulation.

Administrative Rules

Rules of the Office of the Inspector General are
published in the lllinois Register at 89 III.
Admin. Code 430. The Rules govern intake and
igv s[tig(?thonscgg ogglagnis 5r%m tBer qeriwel(r:ale
public, child deaths or serious injuries and
allegations of misconduct. Rules pertaining to
employee licensure action are found at 89 Il
Admin. Code 412.

Confidentality

A complainant to the Office of the Inspector
General, or anyone providing information, may
request that their identity be kept confidential.
To protect the confidentiality of the
complainant, thenspectorGeneralwill attempt

to procure evidence tbugh other means,
whenever possible. At the same time, an
accus ploye eds _tg. haye
in oélm'%??org I;% enélfpe %19}51'[ err?p oyezé{tg presen
defense. The nkpector General and the
Department are mandated to ensure that no one
will be retaliatedagainst for making a good faith
complaint or providing information in good faith

to the hspectotGeneral

Reports issued by th©ffice of the Inspector
General contain information that is confidential

INTRODUCTION 3
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pursuant to both statnd federal law. Asugh,
Inspector GenerdReports are not subject to the
Freedom of Information Act. Annually, the
Office of the Inspector General prepaseveral
reports deleting confidential information for use
as teaching tools for private agenand
Department employse

Impounding

The Office of the Inspector General is charged
with investigating misconduct "in a manner
designed to ensure the preservation of evidence
for possible use in a criminal prosecution." 20
ILCS 505/35.5(b). In order to conduct thorough
investigations, while at the same time ensuring
the integrity of records, investigators may
impound files. Impounding involves the
immediate securing and retrieval of original
records. When files are impounded, a receipt
for impounded files is left with theffice or
agency from which the files are retrieved.
Critical information necessary for ongoing
service provision may be copied during the
impound in the presence of thenspector
General investigator. Impounded files are
returned as soon as practicablélowever, in
death investigations, the Office of the Inspector
General forwards original files to the
De p ar t @ffceraf lGegal Services to ensure
that the Department maintains a central file.

REPORTS

Inspector General Reports are submitted to the
Director of DCFS. Specific reports are also
shared with the Governor. An Inspector General
Report contains a summary of the complaint, a
historical perspective on the case, including a
case history, and detailed information about
prior DCFS or private agey contact(s) with the
family. Reports also include an analysis of the
findings, along with recommendations.

The Office of the Inspector General uses some
reports as training tools to provide a venue for
ethical discussion on individual and systemic
problems in child welfare practice. The reports
are redacted to ensure confidentiality and then
distributed to the Department or private agencies

as a resource for child welfare professionals.
Redacted reports are available on th&c® of
the Inspector Gereral website or by request
from the Office of the Inspector General by
calling (312) 4333000.

Recommendations

The Inspector Generatay recommend systemic
reform or case specific interventioria the
investigative reports Systemic
recommendations amesigned to strengthen the
child welfare system to better serve children and
families.

Ideally, discipline should have an accountability
component as well as a constructive or didactic
one. It should educate an employee on matters
related to his/her mi®nduct while also
functioning to hold employees responsible for
their conduct. Without the accountability
component, there is little to deter misconduct.
Without the didactic component, an employee
may conclude that s/he has simply violated an
arbitray rule with no rationale behind it.

The Inspector General presents
recommendations for discipline to the Director
of the Department and, if applicable, to the
director and board of the involved private
agency. Recommendations for discipline are
subjectto due proceseqguirements. In addition,
thelnspectoiGeneralwill determine whether the
facts suggest a systemic problem or an isolated
instance of misconduct or bad practice. If the
facts suggest a systemic problem, the Inspector
Gener al 6s iOvkdtigate efurthenaty
determine appropriate recommendations for
systemic reform.

When recommendations concern a private
agency, appropriate sections of the report are
submitted to the agency director and the board
of directors of that agency. The aggnmay
submit a response. In addition, the board and
agency director are given an opportunity to meet
with the Inspector General to discuss the report
and recommendations.

In this Annual Report, systemic reform
recommendations are organized into a format
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that allows analysis of recommendations
according to the function within the child

welfare system that the recommendation is
designed to
Office is a small office in relation to the child
welfare system. Rather than aelss problems
i n i sol ati on, t he
views its mandate as strengthening the ability of
the Department and private agencies to perform
their duties.

The Office of the Inspector General monitors
implementation of recommendations madé¢he

Director of DCFS and private agencies.
Monitoring may take several forms. The Office
of the Inspector General will monitor to ensure

that Department or private agency staff
implement the recommendations made. The
Inspector General may consult wit the

Department or private agency to assist in the
implementation process. ThespectoiGeneral
may also develop accepted reform initiatives for
future integration into the Department.

ADDITIONAL RESPONSIBILITIES
Office of the Inspector General Hioe

Pursuant to statute, the Office of the Inspector
General operates a statewide,-fodle telephone
number for public access. Foster parents,
guardiansad litem judges and others involved
in the child welfare system have called the
hotline to requdsassistance in addressing the
following concerns:

A Complaints regarding DCFS
caseworkers and/or supervisors ranging
from breaches of confidentiality to
failure of duty;

Complaints about private agencies or
contractors;

Child Abuse Hotline information;
Child support information;

Foster parent board payments;

Youth in College Fund payments;
Problems accessing medical cards;
Licensing questions;

Ethics questions; and

DD D

strengt hen.

A General questions about DCFS and the
Office of the Inspector General

The Office oftl hnes plercst g ¢ tGoern eG ean hrsa |

an effective tool that enables tha&spector
General to communicate with concerned

children, and address dayday problems
related to the delivery of child welfare services.
The phone number for the Office of the
Inspector General Hotline {800) 7229124

The following chart summarizes the Office of
t he l nspector Gener al
received in FY 15:

CALLS TO THE INSPECTOR GENERAL
HOTLINE IN FY 15

INFORMATION AND R EFERRAL 1146
REFERRED TO SCR HOTLINE 139
REQUEST FOR OIG INVE STIGATION 90

ToTAL CALLS 1375

Ethics Officer

The Inspector General is the Ethics Officer for
the Department of Children and Family
Services. The Inspector General reviews
Statements of &nomic Interest for possible

conflicts of interest of those employees of the
Department of Children and Family Services
who are required to file a Statement of
Economic Interest.

For FY 15, 626 Statements of Economic Interest
were submitted to the EtlicOfficer. For the
626 statements submitted, there were 44
disclosures of secondary employment or
business ownership.

ACTION ON FY 15STATEMENTS OF
ECONOMIC INTEREST

ECONOMIC INTEREST ST ATEMENTS

FILED e
DISCLOSURES OF SECONDARY
EMPLOYMENT OR BUSINESS 44

OWNERSHIP

INTRODUCTION 5
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The Office of the Inspector General Ethics staff
also coordinated and monitored DCFS
compliance with the statewide ethics training
mandated under the lllinois State Officials and
Employees Ethics Act of 2003In 2015, the
Office of the Inspector General ensured that
2,704DCFS employees completed the training.
In addition to DCFS employees, DCFS board
and commission members were asked to have
their members complete dfhe training. In
2015, 351 DCFS board and commission
members wereequired to completéne offline
ethics training.

In addition, the Ethics Officer and Ethics staff
responds to inquiries from Department and
private agency employees concerning their
ethical duties and responsibilities under both the

Child Welfare Emjpyee Ethics Code,
Department Rules and Procedures and the State
Officials and Employees Ethics Act of 2003.
For a full discussion of ethics consultations, see
page 185.

PLEASE NOTE: ALL NAMES IN THIS
REPORT, WITH THE EXCEPTION OF
CITATIONS TO SCHOLAR LY ARTICLES
OR COURT CASES, ARE FICTITIOUS.
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| NVESTIGATIONS

This annual report covers the time from July 11£2® June 30, 2I6. The Investigations section
hasfour parts. Part | includes summaries of child death and serious injury intiestsyeeported to

the Department Director and the Governor. Part Il contains aggregate data and case summaries of
child deaths in families who were involved with the Department in the preceding 12 months. Part Il
contains special investigations. Pawt tontains general investigation summaries conducted in
response to complaints filed by the state and local judiciary, foster parents, biological parents and the
general public.

Investigation summaries contain sections detailing the allegation, investigktspectorGeneral
recommendations and Department response. For some recommendatspesitor General
comment s on t he Department ds responses ar e [
Recommendati on/ Department Responsed section of ea

DEATH AND SERIOUS INJURY INVESTIGATIONS

DEATH AND SERIOUS INJURY INVESTIGATION 1

ALLEGATION An eightmonthold boy died as a result of massive brain swelling due to a frad
skull from multiple blunt force injuries of varying age&ive weeks prior to th

i nf aeatha shild protection investigaticmgainsthis parents had been unfounded for physical abusl

sibling and risk of harm to thafantand his three siblings.

INVESTIGATION Four years prior to the eigntonthol d boyds dea tv%eekoldll

brother suffeed a transverse fracture (complete break separating the bone)
femur by one of his parents, who both denied knowing howlié was injured. The doctors determined
only that the infant had been abused, but that the severe injury had been iignasae to two weeks
despite the fact that his injury would have caused demonstrable pain. Both parents were indicated
fractures by abuse. He and his two siblings were placed in foster care.

The child protection investigation was completempto the completion of the integrated assessmeatthe

clinical screener wh o compl eted t he famil yqg
investigation. As a mlt, the integrated assessmditt not document that the parents had bedicated for
the childdéds broken femur. Mul ti pl e ser vasasourgeq

information and assessmeiind those working with the family remained unaware the parentsimﬁcatedj
for abusefor breakingthes e v e n  w deg. KNone bf dhé service providers requested or reviewe
completed child protection investigatioror was it attached to the referrals.

This also resulted ia Service Planthat failed toaddresghat one or both of the parentachseverely abuse
the infant. The |l ack of full information all
assertions that the child could have been injured when thelepbwith him or by his siblings playing td
roughly with him, ad resulted in the parents being referred for the generic services of parenting
psychological evaluations, therapy, and mentoring.

DEATH AND SERIOUS INJURY INVESTIGATIONS 7



At adjudication, the judge found that the perpetratbthe abusewvas unknown. The court later set
p ar e ntas feturg lmome within 12 months. The parents were granted supervised day visits. Th
were minimally compliant with required services. Because they demonstrated little progress from
they were referred for parent coaching.

The treatmengoals the parent coach used with the family were standard goals used by parent coac
at the agency and remained virtually the same throughout the sessions. The sessions generally occ
same time of day and wirigdHittlen Pragress regosrtratncoveréd thie o
multiple months provided only a generalized
The parent coachés records did not contain d

Sixteen mortts after the initial child protection investigation, tm®ther who had deniedbeing pregnan
gave birth to a fourth childA child protection investigation was conducted, and the parents were indic
substantial risk of physical injury by negldotthe newborn. A safety plan was put in place for the pr
child welfare agency worker to monitor in lieu of taking protective custody; no petition was filed. The
had three more children while the case was open, another boy and twins. The gg@anattempted to hi
the subsequent pregnancies from the Depart men
neither the Statebds Attorneydés Office nor th¢g

Approximately a yearanda-half after their case was opened for services, the parents were (
unsupervised day visits, up to four hours a day, five days a week with their three children who
pl acement, at the private agpamensywers grahtedunsumetvised
Vi sits, the motherbd6s attorney filed a petiti

weeks prior to being granted overnights, the parents had given birth to their fifth child. The cas
notified the hotline of the childés birth. T
began, the familyds parent coach documented t
closed their case.

The parentdegan unsupervised visits from Friday to Sundéth their five children ages onmonth,one
year,two-anda-half years,four-anda-half years, and siyears. After two months, their visits were exten
from Thursday to Sundageven weeks after the latextension, the private agency again agreed to inc
the visits by a day, from Wednesday to Sundagwever, the Guardiaad Litemnotified the private agend
that one of the children stated that his father had hit him hard on the head with ebplaasidiscipline, anj
that the child had alleged that corporal punishment had also been used on his siblings. The priva
suspended unsupervised visits and notified the hotline of the allegation, which was taken as informa
The parents déed the allegations and accused the child of lying.

Weeks after the childds outcry ohe Guaaiagdditerahad fijed
a motion requesting that unsupervi sed o wetarynof
corporal punishmentThe mot her 6s publ i c def ende The judge enteredl
permaneny order of Return Home within fiveonths for all three boys and left the parent/child visitati
the privatetormgencyds discre

The private agency referred the parents for additional parent coaching. The same parent coach whoj
the parents five months earlier as nurturing parents who had made excellent progress was reassig
family. The parents were uncooptive and combative with their caseworker, who brought the siblings

home for sibling visits prior to the parent coaching session and remained at the home throughout t
coaching sessions, as well as with the parent codbth parents repeadly denied the allegations

corporal punishment, and the mother was openly hostile toward the child who made the outcry.

8 DEATH AND SERIOUS INJURY INVESTIGATIONS



The caseworker documented numerous incidentshef mother taunting and threatening the child
Documentation indicated that tkaseworker relayed these observations to the parent cbaekidition the
parent coach failed to document the cruel behaligplayed bythe mothethat the parent coach observed

The private agency worker informed the judge e h i | d r e anad Liteenofdahe dngoing concerr
regarding the parentso inappropriate behavi (
participation in parent coachind. n contrast, the parenting coac
bythearentssDespi te the private agencyds ongoing d
asthe Guardiaa d L irteesnedrsvat i ons, the parentsd goal o f
involved with the case recommend that it bengjesl. However, the Guardiad Litem with the private
agencyods agreement, intended to file a motio
with the Juvenile Court Clinic to determine whether additional services for the familyvamanted.

Five months after the initial outcry that suspended unsupervised overnight visits and reinitiate(
coaching, another sibling disclosed that the father had whipped one of his brothers with a belt for wd
bed during overnight vits, but stated that he had not disclosed the incident because he feared his par
child also disclosed that during the unsupervised overnight visits, the parents had called nhames and
his brotherwhose femur was broken by abuse at the orfshie case.

Shortly after the siblingés discl ospmorteeatmehtb;ptla]
parents toward another brother, the parent coach completed a progresslteppdrent coach documen

in a progress report théte parents denied the allegation that reinitiated parent coaching and noted
child had a history of lyingde s pi t e t he parent s 0 ,coecernirg bebaviors tovh
the child who made the outcrg, second outcrypy another chil of corporal punishment, and amgoing
rejection over years of the child whose br ohe
parent coach documented that the child had recanted to her and that she had been working with thy
the importance of honesty. The recent outcry by another sibling was not noted in the report. The par
wrote that the parents were successfully applying the skills being taught through parent coddtayg
Department contracted with a private caelitgy agency for the services of tharenting coachThe private
counseling agency was required to supervise the parenting coach.

Weeks prior to the commencement of unsupervi s
coach,atthesmaewor ker 6 s request , c eondné panerd cbachirg sessions\betvd
the parents and their two boys whom they treated with negative partiality. In her termination report, th
coach noted her continued support for reunificati®he described the parents as having succes
compl eted parent coaching and documented that

The only Service Plan tasks the parents had once parent coaching ended were to seglaymemt or
vocational trainingallow the placement worker to monitor the neard childrenand refrain from negativ
comments about the maternal grandmother.

Despite the private agencyds documented conc
belief that they were onlgoing through the motions with the parent coach, the private agency m«
deci sion, based | argely on the parent coachos

A month after unsupervised day visits resumed, the parents gave birtmso Thie parents, who hadso
denied this pregnancy until shortly prior to

three weeks. When the caseworker learned of the births, the worker notified the hotline, which took tf
information only. The parents now had seven children.
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Approximately two months after the parents gave birth to the twins, the case was heard in court. Thq
without prior notice, stated that they wanted to sign specific consents allowing theioys/o relative foste
care to remain with their caregivers under s

foster parent to adopt him. The parents, through their attorneys, asked that their Return Home goal

The Guardia ad Litemwithdrew her request for an assessment of the parents. They were given until §
court date to ensure they wanted to relinquish their parental rights. However, prior to the case being
court, the parents went to the courthouse alohquished their parental rights to the three childreq
placement.

Six months after unsupervised day visits began, the child abuse hotline was notified after one of th
placement told an interviewer from the Guardiad L i offiee thét shefather had kicked his twgearold
sister who resided with the parents, causing her to fall and injure her lip. The allegation was t4
investigation. The assigned child protection investigator went to the home and interviewed the pare
deniedthe allegation and stated that the relative foster parent had coached the child to cause prob
child protection investigator observed the child, who had no marks. The child protection investigatd
with the caseworker, who denied having okedrthe girl with an injured lip. No timeline was completed
the investigator did not ask the caseworker when she last saw the girl or when the boys had last \
parentsd®é home. The child protect i on outcry v days iaftg
being assigned to the case. The child protection investigator did not interview the relative fostef
although present, nor the two other siblings in placement, who were possible witnesses of the incig
investigator conclded that the child was coached by his caregiver as the parents alleged because hj
toward his relative caregiver while being interviewed by the child protection worker. The investigati
unfounded and closed.

Thirty-seven days after the chififotection invesgiation was closed, one of the eighonthold twins diedj
from injuries associated with blunt force trauma to the head. The baby had multiple head mjuises or]
the spine and stomach massive infection consistent with peritonifighich would hae caused seve
abdominal pain)and a healing rib fracture estimated to be one month old. The autopsy documenteq

child died from cerebral edema due to (intermediate cause) cerebral contusion due to (intermedi
fracture ofthe skull due to (proximate cause) multiple blunt force injuries, with contributing factors o
force injuries of varying ages. His death was ruled a homicide.

The three surviving siblings who had Mesgieahexam
revealedt hat t he de c enmostreold twin brothed had bilageralgphrietal skull fractures, an

18-monthold sibling suffered a rib fractur@he father confessed to causing the fatal injuries to the-¢
monthold boyHewas charged with the childés murder 3
years of age; three days before the father was scheduled to appear in criminal court on the charge
himself in jail. The three children who were taken into custedyain in placement.

OIG RECOMMENDATIONS / 1. The Department must develop written policy regarding]
DEPARTMENT RESPONSES whether and under what circumstances there are effectiv
services that can protect children following a finding of sever
abuse. Standard parenting coaching should never be ustdladdress severe abuse and violence.

The Department agrees. The Inspector General will assist Department Clinical staff in developing g
to determine severe abuse (i.e. abdominal injuries, broken bones, vulnerability or disability of theTtta
guidelines will include different standards depending on the age of the child.
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2. The Service Plan for any case that comes to the Department as a result of severe abuse, mu
subject to DCFS clinical review within the first 60 days. The review mst focus on whether the Servic

Plan addresses the parenting problems that caused the harm to the child. The case should continul
be clinically reviewed every 6 months.

The Department agrees. A protocol will be developed.

3. Program Plans for parenting classes, coaching and mentoring must require rigorous standards fq
developing a baseline of behavior and goals and measurement of change.

The Department agrees. A protocol will be developed.

4. The Department should pursue legislative change to permit pedited termination for severe abusd
cases in which DCFS Clinical has determined that no services can correct the presenting problem.

The Department does not agredt is unnecessary for DCFS, or any other entity to seek a legis
amendment as reconemded. Section-23.1 of the Juvenile Court Act already prescribes the steps ne¢
order for the Court to terminate reasonable efforts early. Specifically, 705 ILCS¥0%(2) states at an
time after a petition h &sardiBhacliemdr DCFS dnaytfila @ mafdn 2§
request a finding that reasonable efforts to reunify the minor with his/her parents should cease.

If Clinical makes a determination that no services can correct the presenting problem then DCFS (¢
motion requesting early termination of reasonable efforts. If the Court determines that reunification
are no longer appropriate and a dispositional hearing has already occurred, then the case will prd
permanency hearing where the Couilt 8et the appropriate goal.

OIG Comment: The Office of the Inspector General is working with the Department to develop tra
and procedures to ensure severe abuse cases are handled appropriately.

5. This report should be shared with the child protectd n i nvestigator a
supervisor of the allegation of abuse just before the death as a teaching tool in lieu of discipling|
address the poorly executed investigation.

The report was shared with the employee and the current supervisor.

6. The agency the Department contracted with to provide parent coaching should discharge or ceq
contracting with the parent coach who was assigned to the family for the poor quality of her work @
this case and her failure to accurately report.

Because othe limited number of providers and the number of subcontracts under this agency, the
agreed to a corrective action planth the agency According to that planthe agency is to contind
i mpl ementation of their d®Edrament asi Aiggdrdc yasCardrg
made within the clinical review. A six month follewp clinical review will be conducted to assess
programds progress regarding recommendati ons

OIG Comment: This case involved a family of seriously physically abused childreme @f the children
disclosed to the parenting coach that he had been hit over the head wpthsdic baseball batThe mother
taunted and made cruel statements to the childrendahe father appeared overwhelmed because
mother distanced herself from parenting dutietn addition, the children demonstrated fear of the paren
The parenting coach, hired and supervised by the privrad:enselin@ency, respondetb these inciencesl
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by presenting &t why it i puppetasbdow todhe thildeho made the disclosureMoreover, the
coach continued to report progress despitaunting and inappropriate behavior by parents who h
seriously abused an infant.In an unrelated casgeinvolving the same private agency, the Office of §
Il nspector Gener al found that an employee of

filed a false police reportand one of the owners of the agency blindly accepted the word of thpl@yae
that theallegations were made ufd:he Office of the Inspector General reviewed the Corrective Action H
that the Department developed with the private counseling agentiiere is nothing in the Correctivq
Action Plan that addresses either of tlsencerns raised in the Inspector General reports.
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DEATH AND SERIOUS INJURY INVESTIGATION 2

ALLEG ATION An eightmonthold boy died as a result of extreme physical abuse inflicted
mot her 60s Alhly gratectiemim/estigation of physical injuries the bo
was pending at the time of his death.

INVESTIGATION Si x weeks prior to the baby boyods
initiated after the State Central Register (SCR) received a repagigiiemonth
old hadbeen observed two days earlier wiitfuries tothe right side ohis foreheadandhis left upper thighj
The reporter stated thatthen f ant 6 s mot h eacurradavhed & babyeollad off aunatiresssa
the bruises to the n f degd were caused when her boyfrigntdhim when he would not stop cryind@he
incident had prompted the mother, who also had ayearold daughter, téeave the boyfriendlrhe reporteq

stated the mother hadidher relationship with the boyfriend was opMeunt she had since returnedhion.

Thechild protection investigator documented an unsuccessful initial attempt to locate the lfaiméiynotes
the investigator described knocking on the door of a residence at the address she obtained for tirega
interview withInspector Generahivestigatorsthechild protectioninvestigator reiterated this account, staf
she could not identify the exact address but went to two different homes at the approximate locd
knocked on the front door fact, the address provided for the fimg a retail business that occupies
only building on the blockLater that day, the investigator spoke with the reporter who reiterate

observations of the childrends injuries and H
with her boyfriendT he reporter told the investigator t
believed the mother and boyfriend worThesmeftype d

retail business occupies the locatiomresponding with the address provided for the fandilye investigato
documented a second attempt to locate the family at the address but, despite receiving new in
pertaining to the relevance of the retail business, she did not enter the lastatlias part of her efforts.

The following day, the investigator and her supervisor resumed the search for the family and entered}
business, where they found the boyfriend and theyearold girl alone.They were told the family residdg
in aroom behind the store and the girl led them outside and around the back to the residence w
found the mother and thiefant The investigator tookhreephotos of thénfant documenting a contusion
his forehead, a bruise on his thigh and diafesh. Although both the investigator and supervisor W
presentt hey did not complete a body <chart wirlhe mothaj
stated theinfant had hit his head after he rolled off a mattress and fell onto a swafdce. While the
investigator interviewed the mother, the supervisor was occupied with caring for the childie]
investigatords interview with the mot her iwmfss
injuries or establish d@meline of when they occurred, information of particular relevance regardivomg
mobile baby.She also did not determine who cared for the children and when, failing to recong
mot her 6s statement she t ook h eithhecréporieciwork activityj whi

required her to drive long distances with great frequehiog. mother did state that others sometimes watt]
the children on occasiomowever the investigator did not obtain the names or addresses of any o

individuals. The mother denied any domestic violence issues but stated she had previously been in
abusive relationships, I Altroligh tthe invepsgatori esteblishiedhteat ticelfeil
yearold girl had been away from scHdor one week, corresponding with the time period the mother le
home and the abuse was alleged to have occurred, she did not elicit an explanation for thelaksan
interview withInspector General investigatothe investigator also acknowliged she did not ask the motif
about any bruising to the n f ahigihs@shad been alleged in the hotline report.

In their interviews withinspector General investigatpisoth the investigator and her supervisor stated
guestioned the credllly of the reporter since the reportesid not contacted law enforcement immediaj

DEATH AND SERIOUS INJURY INVESTIGATIONS 13



upon seeing thé n f aimutied ®r contacted the hotline until after the children were no longer in
presenceThe investigator and her supervisor failed to recogrieelikelinoodthat thereporter took actiovl
after realizing the motheatid not uphold her vow to separate from her boyfriend and had in fact retur
live with him.

The investigator and supervisor o0 b s e a simld, spaisel
furnished room with uncovered electrical outlets, no crib and no smoke or carbon monoxide ddtee
investigator spoke briefly with the boyfriend who denied ever serving as a caregiver for the children
the fact he had beeatone with the girl when the workers arrived at the busifdssinvestigator completedy
Child Endanger ment Risk Assessment Protocol
The mother agreed to obtain a crib that evening, makersefathe living area and take thdant to his
pediatrician for an examination the next day.

Following the visit, the investigator and her supervisor staffed the case, with the supervisor instruq
investigator to follow up on thie n f avigitttodtlee doctor and forward a form to the medical provigsdto
document injuries to children and record the observations and conclusions of medical personnel whol
them.In her interview with thénspector General investigatothechild protecton investigator asserted s
had forwarded the form to the doct or 6 sAndngpkdtonq
Generar evi ew of the case record found the inve
until the day tle baby boy died, misidentified the treating physicifihe investigator maintained she H

faxed the form to the doctorés office from t
stated she did not wait to confirm the transmission weough. A r evi ew of t he f a

no transmi ssions, successful or ot Im arrimerviewe with thd
Inspector General investigatothe nurse identified by thehild protectioninvestigator aghe person shj
spoke to confirmed the childrendéds doctor was

The nurse stated she had no contact with the investigator until she received a phone call and a fax fr|
the day the baby bodied. All evidence obtained by thénspector General investigatossipported th

conclusion the investigator lied about sending the form to the dediffice, both contemporaneously to ]
supervisor and later to thendpector General investigatorsduring the course of this investigatig
Furthermore, the nkpector General investigatordound no efforts were made by thahild protectiong
investigator to visit the family or ensure thdant had been seen by a doctor during the six week p
between theisit to the family home and then f a@ath @rsthe day théaby boydied, the investigator ar
her supervisor engaged in a flurry of activibglatedlycreating case notes documenting their work onj
case.

Six weeks after the investigator and herser vi sor vi sited t he f amhioimg]
with the fouryearold girl afterhaving lefttheinfantin the care of her boyfriendhe mother found theight
monthold covered with a sheet, unresponsive in his dNben the motherteempted to call for emergeng
assistance, the boyfriend took the phone from her, struck her, and fled from the H®meas late
apprehended by police on a street nearby while stabbing himself with Khihesisfant was transported to
local hospital mergency room where he was pronounced d&éadchutopsy performed on thiefant found he
had been scalded over 20% of his body resulting in firedl secondlegree burnsThe babyalso presented
litany of injuries caused by abuse, including numerous hd&rages, lacerations, contusions to his abdo\l
and lungs and healing rib fractures, as well as acute cocaine intoxiddi®mirl was taken into protecti
custody and placed in the home of a maternal reladisibsequent child protection investigatigesulted ir
the boyfriend being indicated for Death by Abuse and several other allegatiensiother was indicated fg
Substantial Risk of Injurypecauseshe had maintained her relationship with the boyfriend after becd
aware of his abuse of thefant and had continued to allow him to serve as caretaker for the children ¢
of her presenceThe criminal investigation of the n f adeathdlesl to charges of First Degree Mur
Aggravated Battery and Endangering the Welfare of a Chi@.criminal charges were filed against
mother of the children.
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OIG RECOMMENDATIONS / 1. The child protection investigator should be disciplined up tdg
DEPARTMENT RESPONSES and including discharge for lying to Inspector Generalf
investigators during her interview; for falsification of contact
notes; for lying to and misleading her supervisor in this investigation; for failing to perform basig
investigative activities; and for not reasses
infant to the doctor.

The employee was discharged.

2. The child protection supervisor should be disciplined for her failure to recognize the highisk
nature of this case and supervise it appropriately.

The employee received a-8@y suspension.
3. The De p a OffiomefrLegél Servicesshould staff thiscasewt h t he | oc al
address the pursuit of criminal charges against the mother based on her failure to protect her son frg

her boyfriend who she knew had already abused him.

DCFS Legahas discussed this case with the I&@dal at e 6 s6 sA tQfofrinceey.
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DEATH AND SERIOUS INJURY INVESTIGATION 3

ALLEGATION The mother of three young boys renewed her romantic relationship with the md
had tortured her oldest son after he was released from prison for abusing thj
Department personnelifl ed t o adequately assess the mothe
her f ami | y &sasetmbe dosdd witheut emsuringeshe had complied with its recommendati

INVESTIGATION Four years earlier, the man had been convicted of Aggh\Bdéery to a Chilg
after holding the mother, who was three months pregnant with his child at thq
and her then five yeard son hostage during a -2@ur ordeal. During the episode, the man engagd
extreme and sadistic abuse of the boy thauoted repeatedly punching and kicking, strangling him Wi||
cord, pulling on his genitals and stuffing soiled underwear in his mouth after the beatings caused hi

control of his bladder. At one point the man took the mother and her son fromugeewioere he held the
and drove them to a lake where he told the mother he planned to kill her and her child. After return’]

home the mother, who was also physically abused throughout the incident, escaped to the home of
and police wez alerted. The mother later stated the man had been physically abusive to both of the
the incident and provided law enforcement with a detailed, written description of the severe abuse
upon her and her son by the man while they weirggldeeld captive.

The man was sentenced to prison for two years but was released on parole after one. A condity
release was that he have no contact with the mother or her son he had tortured. While the
incarcerated, the mother had givbirth to his son. Six months after his release, police conducting a
stop of the manés vehicle found the mother af
contact order prompted a child protection investigation andndpettorGenerab s assi st an(
to perform an out of state criminal history check. ThgpectorGeneral investigatorfound the man ha
previously been convicted in another state of Assault on a Child Under 16 for physically abusing
g rlfriendbd swWwo.yedhe mands abuse had includ
target for shooting practice with his BB gun and forcing him to assist in the abuse of the girlfriend §
man tied the woman to a chair. uiihg the course of the child protection investigation following
probation violation, the mother claimed to have misunderstood the conditions of the no contact o
routinely provided involved law enforcement and child welfare personnel withadictory or misleadin
information. The mother minimized the manos
re-characterize the episode that led to his incarceration. The mother persisted in maintaining a rel
with the man, chabitating with him and having another son with him, all while making considerable
to conceal their involvement from the Department, the private agency charged with providing intact
to the family and the Court. At the conclusion of theplectortGenerab s pri or i nvol vqg
was recommended that a Clinical Screener assist in an Integrated Assessment to determine w
mother had the capacity to protect her children in light of her continued relationship with thendhaer
dishonesty with involved professionals.

Thelnspector Generdls r ecommendati on was accepted by tH
Domestic Violence Intervention Program. The case was assigned to a domestic violence speoiadiatt
a clinical consultation. The specialistbds W
meeting with the familyob6s intact services ca
spoke to the mother while assegsiner willingness and ability to ensure her children were safhe
specialist concluded that counseling for the motherahasedson and the man was adequate to mitigatg
potential harndespitet he manés hi story of cadteeuwbneenh and childsera
was involved with, his ongoing presence in the lives offdingly, t h e m csteddfast réfgsal to compy
with services and habitual concealment or alteratiarrit€al facts
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The specialistds Vidwaddandnagproved By her supervisar,aalmosy six weeks a
was submitted. The Consultation Referral Form completed by the specialist and approved by her s
contained no clinical direction regrarFuIrthemng)re,ttHaal
was no evidence to suggest the specialist or her supervisor forwarded the Consultation Referral
private agency staff, preventing whatever substantive value might have been present in the evalug
being incorporatedtno t he fami |l yds I ntegrated Assessmen
evaluation combined with the failure to provide the results of the evaluation to workers dealing with a
family situation on a regular basis representedsa dpportunity for meaningful intervention and negleg
t he Departmentds responsibilities to the cli g

Three months after the specialistbs e-gidriend aftthe
man and her mother were falishot to death in their home. Two weeks later, the man, who was a su{
the case, committed suicide with a gun while being pursued by law enforcement officers. Ballistic tg
determined the weapon the man used to kill himself was the samesgd in the double homicide. Althoyf
the mother had steadfastly denied to child welfare professionals that she and the man had any rece
she acknowledged to lllinois State Police (ISP) the two had maintained a relationship throughout tisq
|l eading up to the murders and the manodés deat
living with along with her three young children, told ISP she and the man had engaged in a sexual 4
with the mother during the period dfmie between the murders and his death. An ISP review of a cong
found in the home the man shared with his girlfriend found explicit photos of the man engaged ir
behavior with t heoldgaughtef rTheginfdeadsadnitiedmg previgushato medicd
professionals about the nature of a broken leg the thremlgeanffered while in the care of the man and
he had caused the injury. The broken leg had required the girl to be hospitalized and ISP also found
the man and the girlfriend engaged in sexual acts in the presence of the girl in her hospital r00||
girlfriend was subsequently charged with Sexual Exploitation of a Child. A concurrent child pro|
investigation indicated the girlfriend for SubstahRésk of Physical Injury while the man was posthumod
indicated for a host of allegations related to child sexual abuse and exploitation.

One month after the manés suicide, t he Domes
Consultatim Ref er r al Form to the motherds new cas-
been transferred. The Form was finally reviewed with the mother, four months after it had been col
The mother rejected the recommendations made by pagtrand her service plan remained unchanged
an interview with therspectorGeneral investigators t he mot her 6s new wor K
confirm the mother had attended six counseling sessions and had otherwise failed to complyiagt
Four mont hs after the mandéds suicide, t he mot
cases be closed on the basis that the man was no longer a threat to the children. The new g
submitted the request, incorrecthatihg the mother had had no contact with the man for six months pg
his death and had complied with domestic violence services and parenting instruction. An Order of [}
was entered stating court supervision was no longer required and the éamil i nt act ser
designated as fAService Completed. 0

OIG RECOMMENDATIONS / 1. The Department should not use either the Domestic Violeng
DEPARTMENT RESPONSES Intervention Program specialist or her supervisor for clinical
consultations or evaluations that require assessment of pamtal

capacity to protect.

The Department agrees.
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2. The Department should develop guidelines identifying behavior that calls into questigorotective
capacity of a nonoffending caretaker. Whenprotective capacity issues are identified the Departmenry
must review available records and conduct a clinical interview to assesprotective capacity.
Recommendations from the Assessment must be included in any service plan.

Operations and Clinical will meet to plan strategy and update procedures.

3. This investigation should be used as a teaching tool for assessing parental protective capacity.
DCFS Integrated Assessors and regional clinical staff throughout the state participated-ReBuciionf
training presented by the Inspector General staff. This invastigatas utilized as part of the tvaay
training and included discussion of paaprrotective capacity.

4. This report and the previous report will be shared with the lIllinois State Police.

The Inspector General shared the report witHltimeis StatePoliceofficersthat conducted the investigatiof
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DEATH AND SERIOUS INJURY INVESTIGATION 4

ALLEGATION A two-yearold girl died from multiple blunt force trauma injuries inflicted by
father, a recently emancipated Department whlide months prior to thgoung
girl 6s death, while her father was

thechild.

INVESTIGATION Thefatherhad an extensive history of involvement with the Departrheginning]
whenhe and his twin brother tested positive for cocaine ab.bktt age ongboth
of the twinswere placed in the care of their maternal grandmother and by age eight they had been

the home by their motherdés four other chil dr 4
the grandmothefThat same year the siblings relocated-otistate to reside with another relative, hows
five years |l ater the twins returned to the ma3

two 13 yeatolds to serve as her primary caretakers.

aggressive and ardbcial behaviorDuring the next five years, he dropped out of two high schools an
arrested three times, though charges weopped in dicases. When the youth was 17%hotline report w

made all egi ng Hhomewvasgunirrhabilabi® antd @ subsequent child protection investig
resulted in all the siblings being taken into protective custodgy o u temtrgisto protective custody wg
delayed for two days as he wiasarcerated in a Juvenile Detention Cemteran outstanding warranh the
four months immediately after protective custody was takernydbth moved through foufoster placement
as his behder and norcompliance continually disrupted each living situatioftimately, thel8-yearold
youthwas arrested and convicted on a robbery chdtigewas placed on two years specidllt probation
Following hisconviction he was placed in a Trsitional Living Program (TLP).

Fol l owing his return to the gyo@hbelyanudemrstramgapattej

His adverse behavior continued while at the TLP and culminated in another arrest and criminal cg
after he stole a fellow r eAsia teaul of he offentecandhvmlatingal
probation, tle youth was sentenced to one year in prisétile he wasncarceratedthe youth reported hd
was the parent of a baby girl but refused to provide any identifying information for the mother or child

They o u tséntersce was extended as a result of slect inprisonand failure to comply with requirg
services, which included anger management clagsdlswing his release, the then -28arold youth was
placed ina TLP andassigned aaseworker. The TLP caseworkaware oftheg out h 6 s h ivisral
issues,observed firsthand his unwillingness to adhere to facility riHége months after being placed,
youthwas arrested for driving carinvolved in a traffic accident. Hevas arrested for a number of movi
violations & well as resistingrrest.

Two weeks after the arrest, a child protection investigator contéutechseworker seeking to arrange
interview with theyouthregarding an allegatiatmathe had physically abused his eypearold daughterThe
investigationwasopened whetthetoddle6 s mot her and maternal gran
her face and buttocks after picking heraiter a weekend witthe youth

The child protection investigatabserved the childnd noted visible marks on theo d d face andtlsighs.
The investigator spoke wither treating physician who stated her injuries were not consistent wit
account provided and that the patterned marks she presented withofweamcern The investigato
recommended unfounding the report of abusairal theyouth without ever havingspoken to himThe
investigatorés super vibhg the mandated reporeed requested a caviewc @
decision
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A child protection administrataeviewed the investigation arlde reportThe investigtor contacted th€LP
caseworker and informed her of thlicated finding Later that daythe caseworker told thgouth he ha
been indicated for physical abuse of theédler Theyouthdenied the allegation.

Although the Teen Parent Service NetwoflPEN) had been aware of the father for two years, no sef
were provided because, at the tjfi@SN intake procedure did not allow for a case to be opened for a
if he would not identify the mother or child to staff.

Two months after thehild protection investigatiowas indicatedthe youth was preparing to emancipj
from the Department. Hmformed his caseworkethat he had been caring for his daugtiterthe past 14
daysin the home of his girlfriend, where hesided Despite the knowledgof previous abuse, the casewor
failed to respond to the information that he had just been indicated for abusirigivieedays after th
meeting, theyouthemancipated from the Department.

Seven months after thgouth emancipatedhe called emergencgersonnel to the home of his girlfrier]
where he residedrirst responders found theddlerdead on the floor, covered with a shefter initially
telling police his daughtehad fallen from a high chair and hit her head on the floorythgh admited to
causing theoddleb s i nTheuyouthestated he had become increasingly frustrated with having to ¢
the toddler during the time she was in his home as he was unemployed and had no money for
diapers.The youth admitting having physally abusechis daughteon a daily basis since she arrived at
home and described a pattern of increasing levels of physical disciplineeswal days leading up to H
death The maternal grandmother informed police of the previous incidentspested abuse that had bq
reported to the Department but that she and e ¢ rhothér dvére unaware of the outcome tbét
investigation.

OIG RECOMMENDATIONS / 1. Department and private agency case managers must inforj
DEPARTMENT RESPONSES the Teen Parent Service Networkvhenever a parenting vard is
the subject of a pending and/or indicated child welfarg

investigation.
Office of Information Technology Services (OITS) developed a report which is provided to TPSN wee

The Recommendation will be included in revisions to Procedures @G60d Abuse and Negleq
InvestigationsProcedures 31%ermanency Planning

2. The Teen Parent Service Networkshould track all indicated child welfare investigations or
Department parenting wards and ensure appropriate interventions.

TPSN is utilizing thdnvedigations Involving DCFS Pregnt/Parenting Wards for tracking purposes. T
notification dlows workers to ensure apgmeate interventions.

3. The Transitional Living Placement caseworker will be referred for a Child Welfare Employeg|
License (CWEL) invegigation for her failure to call the hotline after learning that the youth was caring
for the child.

The Inspector General has issued charges against the employee's child welfare license.
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DEATH AND SERIOUS INJURY INVESTIGATION 5

ALLEGATION A threeyearold boydied of undetermined causes while with his mpttehe homg
of her boyfriend.A child protection investigation of alleged physical abuse off
boy was unfounded four months prior to his death.

INVESTIGATION The first child protection investigation involving tifemily was initiated after th
threeyearold was observed with bruises testiorehead and abdominal pairhe
young boyhad been taken to an emergency room for examination, however the sevdrigycohdition
resulted in him being transferred to a htapspecializing in pediatric cardfter arriving at the pediatri
hospital, it was determinek suffered from kidney and pancreatic malfunction, with anrgeta liver ang
low blood count.

The assigned child protection investigator went to the pédiabspital and spoke to hospital personnel
informed her they had observed injuries in the same location on each pfahen g ear® as avsl
bruises to his forehead. The mother had reported to staffietretd recently been lethargic and sedroaly
to want to sleep. The investigator then interviewss mother who stated all of hisjuries occurred thre
days earlier. The mother described theeeyearoldas bei ng Ahyperactivebo
prone to hurting himselBy themot her 6 s ehitdddad éalten twicetwhile playing at a park near tf
home.The first time while running around, causing a bruise to one side of his forehead, and the secd
he walked behind a child swinging and the two collidgélae said fier the two returned home tlyeung boyj
had runinto a chair, injuring one ear. h€n they had gone to the home of her boyfriend, wherehitetthen
banged his other ear against a table while playing beneath it with toyl barfvestigator took pictes of
the boyds injuries but did not cnolength @ stagesaf heabn
The investigator did not contact staff from the emergency room wheyetngboy was origindy taken for
treatment The emergency roonecords would have shown the mothemhad changed her explanation
how the swinging collision occurred.

After interviewing the mother, the investigator spoke with the treating physician, who acknowleda
injuries to they o u n g héad ubdpsidtized the urgency of treating his internal issues, the cause of
had yet to be determinedt the time of they 0 u n g admissgiain,she pediatric hospital did not have a d
abuse team or a physician on staff who specialized in child abheebspitaldid not evaluatghe three
yearo | dcdnditiors in light of the information available at the tinaes potential child abuseAlthough al
social worker at the pediatric hospital had met with the mother, she did not perform a psycI
assessmentn an interview withlnspector General investigatore social worker stated it was hosp
policy at the time not to perform an assessment if the Department had already been contacted,
assumption Department personnel would handle these .diities social worker informed thispecton
General investigatos he hospital és policy has since bee
regardless of existing Department involvement.

Throughout the child protection investigation, the ingggtr failed to perform several essential ta3kse
mother stated the h i linjdrizs had occurred at a park near their hphwvever the investigator nevd
obtained the name of the padk its location or conducted a site visit to determine if thetmoe r 6 s
was accurate. The investigator was aware the mother was employed but did not verify her work s
despite her statemettiat the trip to the park with thgoungboy had occurred on a weekday afternodn
review of t hynennedordssshoded she mgs latavork at the time she said she and her s
at the parkThe investigator also never established how long the two were at the park, how they got
if there were any witnesses to the events she desciibedioungboy was released from the hospital thj
days after he had been admittedwevert he i nvest i gator did not wvi
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his releasel n an interview with invest i ga thechild prdtectmy
investigator stated she did not believe a Child Endangerment Risk Assessment Protocol (CER
necessary as doctors were not concerned about possible abuse at the time of his discharge.

Three days after ththreeyearold was discharged, the invegtat or spoke with t

phone.The boyfriend stated he had not seenyitigng boyinjure himself against the table in his home aj
was in another room at the timde also said that while he did have children of his own who frequj
visited they did not reside with him, though one of his children had been present wiysnirigdoy was
injured. The boyfriend said he had just moved to his new residence the day before and provi
investigator with an address that later proved todoeexistent The investigator asked the boyfriend for
name and birthdate in order to perform a Law Enforcement Agency Database System (LEADS)Ttied
i nvestigator did not veri fy t he i nformat i len
identification. The result of the LEADS check was negatikiewever it was later learned the boyfriend hj
provided a false name and birthdate to the investigator.

A LEADS check under the boyfriendds t stigation ofaha
youngboyés death showed he had been aThe asenhce of ar
convictions on his record was erroneod$ie LEADS system relies upon local police department]
independently enter information into thgstem.In addition, the worker was only provided with a summj
of the full criminal history which was incorrect.

A LEADS check performed binspector General investigataossf t he boyfri endods

found 10 aliases, 5 birthdates andeth social security numbers associated with Hilhe LEADS chech
showed the boyfriend had been arrested 35 times and had three convictions, including one fofl las
assault convictiorwas for Felony Aggravated Domestic Battery to a Chilthirteen years earlier the
boyfriend had whipped two yeasold boy with a belt and scalded him with boiling water, causing first
second degree burriBhe child protection investigation of the incident had been expunged from the sy
a result of the amountf time that had elapsedlthough Department Rule allows for the retention of sq
records of abuse to be maintained for up to 20 years, third degree burns are included in that cated
first and second degree burns are not.

After speaking with tB boyfriend and conducting the LEADS check under his false name, the inveg
conducted no more work on the case for almost two mowtfisr 54 days since speaking with the boyfrie
the investigator made heTheilvesst gatertditd tnbe
and continued to identify him as a peripheral
a caretaking role for thgoungboy, even though they frequently spent overnights in the bayttié s
Although the mother and her son lived witar parents, the investigator did not interview théfive days
after the home visit, the investigator recommended the report be unfounded and conducted a revieyf
supervisorT h e i n v esspervispraappoored the conclusion and signed off on the case and wai
requirement for a number of required contacts; including day care providers, law enforcement offiq
witnesses

Four months after the case was closed, the mother and theebdyarrived at a hospital emergency ro
with the threeyearold, who was unresponsiv&he youngboy was pronounced dead on arrivah autopsyl
performed on the/oung boy was unable to establish a clear cause of déativever the postmortem
examinaibn found numerous injuries indicative of serious physical abuse, including bruises, hun]
marks and healing rib fracture$he medical examiner recorded thén i bodydtesnperature was 95 degr
at the time of his autopsy and noted the low tempegasuggestetie had been deceased for a signifid
amount of time before being brought for medical attentibhe mother provided conflicting accounts of
timeline of events Ieading up to her discovery of the unrespogsiueg_:j boyin the home andauld not
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adequately explain why she had not immediately called Bid motherclaimedshe was alone wither so

at the boyfriendbs home whleadhild prétectiorf imvestigdtiont diiseleath
resulted in indicated findings amst the mother for Death by Neglect, Bone Fracture by Neglect, Cuts,
and Bruises by Neglect and Human Bites by NeglBog official cause of death was undetermined an
criminal charges have been filed.

OIG RECOMMENDATIONS / 1. This report should be shared with theadministration of the
DEPARTMENT RESPONSES pediatric hospital where the boy was treated for his initialf
injuries.

The report was shared with the hospital.

2. The child protection investigator should receive nosdisciplinary counseling for her failure to
interview all members of the household, failure to do a scene investigation, failure to secure phd
identification for background checks and ass¢d
hospital. A copy of this report should be shared with the investigator.

The employee received nalisciplinary counseling.

3. The child protection i nvest i gdstipinar) sounseling fomr herij
failure to ensure that the investigator completed basic tasks including obtaining photo identification fg

background checks, assessing the familyds ho
ensuring that all members of the household are interviewed. A copy of this report should be shar|
with the investigatorés supervisor.

The employee receidenondisciplinary counseling.

4. The Department should ensure that all Priority One Teams receive training regarding obtaining
LEADS printouts and assessing criminal histories that involve a pattern of arrests for interpersong
violence.

Operations will egure training is completed with Priority One Teams. The Department is also implent
statewide training.

5. When a child three and under suffers an injury and the accidental or intentional nature of tha
injury cannot be determined and the medical provigr does not have a child abuse specialist, tif
Department should ensure that child protection staff obtain a second opinion from the contractu
DCFS medical experts throughout the state.

Procedures 30@Reports of Child Abuse and Neglewstre revised tinclude this recommendation and issy
by Policy Transmittal 2015.23. Training has commenced.

6. Inspector General investigatorswi | | assist the Sheriffds Dep
the boybés deat h.

Inspector General investigators have migh and continue to offer assistance to law enforcement in this

7. Rules and Procedures should be amended to provide that any abuse allegations that can
permissively retained for 20 years should be retained for 20 years when criminal charg_]es haveen
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filed and either resulted in a conviction, or are pending.

This recommendation will be included in revisions to ProceduresRB&@orts of Child Abuse and Neglg
Part 431 Confidentiality of Persons Served by the Department of Children and Faeniiz&s and Part 436
Records Managemenwill also be updated to address this recommendation.

8. Burn allegations (other than third degree) should be added to the list of abuse allegations that g
be permissively retained for 20 years.

This recommendatiowill be included in revisions to Procedures 3B@ports of Child Abuse and Neglg
Part 431 Confidentiality of Persons Served by the Department of Children and Family Seavidd2art 434
Records Managemenwill also be updated to address thisammendation. Revisions will also need to
made to SACWIS, the State Automated Child Welfare Information System.
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DEATH AND SERIOUS INJURY INVESTIGATION 6

ALLEGATION A five-yearold boy died as a result of blunt force traufram being struck in thq
chestbyhs mot her @urbhoyf tihend.even mont
his family hadtwo unfounded child protection investigations regardingtegord i nj ur i es -

yearold brother.

INVESTIGATION The first report of injuries to theevenyearold brother was made after VI

complained of pain in his abdomen and told school personnel he had been h
stomach by an older siblinghe following day thesevenyearold said his abdomen still hurt and stated
initial injury had actually been causedhen hi s mot her 6s boyfriend :I

struck him in the stomacHis allegation was reported to the hotline and a child protection investigatio
initiated. The assigned child protection investigator went to the school ahdithh thesevenyearold and a

administrator.The investigator noted no visible injuries s midsection.The child denied being routinel
struck as a form of discipline but did describe regular use of corporal punishment, such as being
standin a corner with his arms outstretched for extended periods of Hmstated hevas not afraid of hi
mother or her boyfriend and the administrator told the investigator the school had no previous conce
the familyds tr edaheimeeiateHoweveée, chheédmenher 6s K
home for five months, having moved into the home after knowing the mother for two weeks, and the
had only attended the school for dgbofthefamiyont hs

The investigator completed a Child Endangerment Risk Assessment Protocol (CERAP) determi
children in the home to be safe and his conclusion was approved by his sup&hésa@tionale for the sa
designation was basedontheédo sence of visible marks on the
was not fearful of his caretakers and the sThe
absence of visible wounds tedhe possiiliy of injudydo irenal orgas
Abdominal trauma often is not accompanied by external bruising and symptoms of being punched,
struck might not appear for several hours or d&msh injuries occur more frequently in younger cleiﬁi
and have a delayed presentation for medical care as they are more easily incorrectly attributed to ot
or go unrecognized altogethén. addition, the absence of fear of caretakers and lack of concerns by
personnel are not protective fars supporting the determination an environment is §#féle basing theig
determination upon these unreliable factors, the investigator and his supervisor failed to recognize ki
factors for abuse, such as the recent arrival of an unrelated@aram i nt o t he f ami
disclosure ofphysically exerting positions or exercisemployed as disciplineln previous casesthe
InspectorGeneralhas identified the utilization of such tast® discipline as an indicator of escalatij
physcal punishment that can result in abugénen children are disciplined with physical tasks that
developmentally inappropriate and which they cannot perform, their failure at these tasks may lead
severe forms of punishment.

The investigator mewith the mother at the family hom&he mother acknowledged she and her boyfrig
who was not present, spanked the children but denied that they used objects against them or that the
had hit the brother with a belthe mother told the invesagpr the children did not have an older sibling a
and characterized tleevenyearold as a habitual liar who told stories in an effort to get attention.

Five weeks after the investigator visited the home, a second report involving the family deatortize Stat
Central Regiglr (SCR) expressing concerns the brother had suffered physical &besgayof the report a
investigator went to the brotherds afterschog
The brother told th investigator he and the boy had been playing with a frisbee and an errant throw hi
the head.The case was then reassig_;ned to the child protection investigator handling the first invesl
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which was still pendingThefirst investigator them et ur ned to the family J
boyfriend for the first timeThe boyfriend stated that on the day in quesfiorihe first investigationhe ha
spanked the brother but denied striking him in the stomach or hitting him with .aFblittwing the
conversation with the boyfriend the investigator informed the family he would recommend that t
allegation of abuse by the boyfriend be unfounded.

The next day the investigator spoke to school personnel about the second abussatepairstaff stated th
child had arrived at school with a visible bump on his head and had told various personnel differing g
to how it occurredWhen questioned about the inconsistencies, staff said the boy told them if he told tII
truth about what happened his mother would whip him with a belt agaiechild ultimately told schoo
personnel that the night before he had been made to stand in a corner with his arms outstretched
mother whipped him with a belthe boy said it wawhile this was occurring that he fell forward and hit
head on a doorknob, causing the we&kn days later, the investigator interviewed the mother and th{
siblings. The mother denied whipping tlsevenyearold with a belt and stated she did reshploy physica
discipline with her childrenThe mother reiterated her assertion teld was routinely untruthful an
attentionseeking.The child and his fowyearold brothertold the investigator they felt safe in their home
did not fear their aatakers.Four days after this visit with the family, the first abuse report was offig
unfoundedThe second abuse report was also unfounded one montiBatierdecisions relied heavily updg
the childrenbds st at e me mtthe homd, thg abserce af significant vasible poy
evidence of injury and statements from the mother that the brother was known to lie in order to get at

Onthey o u n g e rfifthchinthidhydfidesmonths after the second child protectioregtigation was closed,
911 <call was made reporting a Pokcd arrivedlanddooral thg bq
unresponsivelHe was transported to a local hospital where he was pronouncedlrtieagvenyearold was
taken into protectiveustody and a medical examination identified multiple marks, bruises and lacera§
his upper legs and buttock§.he treating physician notekis injuries were consistent with loop mat
indicative of being whipped with a belt and were too numerousifarto count.The mother admitted f
investigators that on the morning theunger sordied, his brother had shown her a bruise on his upper
he said the boyfriend had causBudiring a subsequent child sensitive interview,sbeenyearold stated he
boyfriend would often punch the children in the chest as a form of disciplmealso described witnessit
episodes of domestic violence inflicted by the boyfriend against the mother.

The ensuing child protection investigation of freingerb o y 6 th resuked in the mother being indica
for Death by Neglect and Cuts, Welts and Bruises by negldgs twrother. The boyfriend was indicated fq
Death by Abuse to thieve-yearold and Cuts, Welts and Bruises by Abuse and Substantial Risk of Ph
Injury to the severyearold. The law enforcement investigation led to the boyfriend being charged wit
counts of First Degree Murder and Aggravated Battery to a Child. mother was charged with a felg
count of Endangering the Life or Health of kil@. Their cases are currently pending.

Five months after t he b oy 6 sThabeyriend, whotwhsencarceratdd eatr
ti me, i s t hTée beothér tudently reides im eerelative foster home with a goal af beturned
to his motherds custody in one year.

OIG RECOMMENDATIONS / 1. When a child is alleged to have been hit in the stomach af
DEPARTMENT RESPONSES complains of pain or has a poor appetite (or if a notverbal child
exhibits pain, poor appetite, irritability or a change in behavior),
the child should immediately be evaluated by a physician, even when the child has no visible injuri
The Department should ensure this is included in Procedures 30QChild Abuse and Negled
Investigations The form, Referral Form for Medical Evaluation of a Physical Injury to a Child
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(CANTS 65-A), should clearly document the allegation of being hit in the stomach and complaints
pain.

This recommendation has been incorporated into Procedure<CBD@,Abuse and Neglect Investigatio
Training has commencedThe issues regarding tmedical evaluation formwill be clarified in additiona
revisions to Procedures 300.

2. This report should be shared with the Dep
supervisors and with the child protection investigtor assigned to the two unfounded reports.

The redacted report has been shared with the Office of Professional Development. These requiren
been included in Procedures 3@hild Abuse and Neglect Investigatiomghich is being trained to all it
protection staff statewide. The revisions to Procedures 300 are also being incorporated into Fo{
Training for Child Protection Specialists. The report has been shared with supervisors arf
Administrators and with the involved child protiect investigator.
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DEATH AND SERIOUS INJURY INVESTIGATION 7

ALLEGATION A five-anda-half-yearold girl died of natural causes from a seizure in her g
related to complications from cerebral palsy. A child protection investigatior
pending at the time dfer death.

INVESTIGATION The childwas highly medically complex. She was bpremature andvaswithout
oxygen for approximately 2@inutes at birthHer medical issues includedrebralf
palsy, seizure disorderencephalopathyguadriplegia stenosis of the esophagy@ERD, and hip dysplasig
She had a history of aspirating and required a feeding tube.

At the time of hebirth,t h e cfdmilylhdd@s open placement case with the Department, her paren
not participating in services recommended by the Daypart, and her two older siblings resided with t
maternal great grandparents in relative foster care. A month tadtebirth, her mother signed speci
consents allowing the great grandparents to adopt her older siblings.

When thegirl wastwo month® | d, t he private foster care ag
expanded capacity license so she could be placed with hexa@ld maternal great grandmother and
yearold maternal great grandfathewhere her two older siblings restleThe agency?o
recommend a waiver relied on multiple factors, including fact that the great grandparents had a s
extended family support system, had years of experience successfully fostering both traditional an
children, wee already caring for her two older siblings, and were familiar with thef anedicél seeds.
six months old, thénfant was placed in the home of her great grandparents. At the time of her plag
they had six other foster and adopted childreidieg in their home.

Throughout her life, the level of care the child required was extensivee§hieed complete assistance W
her daily living skills;hadfrequent medical appointments; was prescribed multiple medications; and rg
physical, @cupational, and speech therapies.

When the child was threend-a-half years old, hethen69 and 66yearold great grandparents adopted her
the time of the adoption, a detailed written backup plan was completed and signed by the backup car
the event that the great grandparents were no longer able to care for her. Medical exams of
grandparents indicated that both weeagrally healthy. The Guardial Litem voiced no concerns regardiy
the adoption. R e | a educaters teacherhamd needidall pdréosnel sybraitted letid
recommendation onghalf of the great grandparents

Less than two years after the great grandparents adopted the child, three child protection investigaf
conducted involving the gregrandparents four montise f or e t deah. Thiee d¢hittl ootectid
investigators, and two supervisors,res@ware that the Alearold great grandmother, who was the primj
caregiver, was ill with cancer and that her illness was affecting hegiviage Despite the critical situation
the householdDCFS child protection investigators did not retiee familyfor postadoption serviceswvhich
would have linked the family to appropriate services including the lllinois Department on Aging
Adoption would also have begun to explore the bagkplans developed when the child was adopted.
great grandmother died six months afterttiied child protectiorinvestigation closed.

OIG RECOMMENDATIONS / 1. Post Adoption Services should convene a staffing to arrand
DEPARTMENT RESPONSES additional services including mental health supportive serviceg
signing consents for the Department on A@iﬂ;, and reviewinw
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back-up caregi ver pl an-ysai-oldladoptivedatherhi | drends 71

The Department agrees and the staffing will be cordiene

2. Post Adoption Services should train the Dingion of Child Protection staff in this region on post
adoption services and the interagency agreement between DCFS and the Department on Aging.

Training has been provided. This training will be offeredina Statewide on an ongoing basis.
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DEATH AND SERIOUS INJURY INVESTIGATION 8

ALLEGATION A threeyearold girl died after being severely physically abused by her
guar di an/ mat er nal A ghildemtection investigason &f allg
physicd abuse of the girl by the boyfriend was opened eight days prior to her

INVESTIGATION Following several hotline calls with allegations of domestic violence betwee
teen parents, DCFS waseparing to take the sixonthold child into custody
when the motér agreed to allow her maternal graeant to care for the childspproximately oneanda-half
years later, the maternal aunt obtained guardianship in probate court. At the titoddiee entered he
home the great aunt was marridaljt she filed for diorcejust under two yearafter she began caring for t
child. Three months after the filing, the great aunt began a new relationship with the boyfriend and h
into the familyds home shortly thereafter.

Four months aft er hiphwih thge be/fdaend begam thé Stater Ceritral Register ¢S
received a report from a secondary source alletfinghreeyearold girl had been observed to have bruil
on her back and buttockit.was further alleged the boyfriend had caused the @gusvas engaged in dr
activity in the homeand that theypounggi r 1 6 s hair appeared to fOke
secondary source contacted the hotline oralbelfi a primary source who they saigsreluctant to make th
call but was willng to speak to investigators about the allegatidin® report was accepted and a ci
protection investigation was open€ethe assigned child protection investigator received the case

evening and began by requesting local law enforcement to pedavellbeé ng check at
Responding officers reported finding no one presEne investigator then attempted to contact the secoi
source who made the hotline call, but her call went unanswered and she was unable to leave dlime
only phone number for the secondary souhathe hotline worker who accepted the report recorded W
work number, which was wunlikely to be Inanistengen
with Inspector General investigatpenSCR administrator stated it was standard practice for operators
callers for the best number to reach them rather than request all numbers that might prove useful
contact.Given the importance of thoroughness, efficiency and timeliness wheducting investigation
acquiring as much pertinent information as possible at intake, including all relevant phone numj
reporters, would improve the likelihood of reaching them as soon as possible.

After her unsuccessful attempt to contae #econdary source, tiehild protectioninvestigator was able 1§
reach the primary sourctn her case notes, thahild protectioninvestigator recorded a summation of th
conversation, in which the source said she knew the child was losing her h#firatistie did not sathe
child had bruisesShe said she used to babysit the child but had not seen her in a wihiéegrsat aun

restrictedher access to the chillkn r esponse, the investigator h
shoudefrain from making allegations i f she hals
her interview withinspector General investigatothechild protectioninvestigator stated it was late even
when she spoke with the primary source and e , Acoul dnoét sit (tTheenvestigatol

said that as a result she began the conversation with direct questions regarding the allegations of br
t he pri mary-peda ltlre @®rmdlating aer lcharacterizationfo t h e report
investigator neglected to account for the reticence the primary source had initially exhibited in
someone else make the SCR call, suggesting the source was fearful of coming forwardRathszlthan
reassure the priamy source her concerns would be addressed professionally and confidentia
investigator struck an accusatory tone and discounted her report.

The following day, thechild protectioninvestigator contacted local law enforcement regarding prey
pd i ce activity a tThetiriwastigaﬁoawa’s infgridesl that ene winkionetheehotline call
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theyounggi r 1l 6s fAuncl epkerisacd made tan oi 1 h e Thedhil protecton
investigator failed to obtain any rther information related to this contact between a relative and
enforcementThe Inspector General investigatoosbt ai hed documents r el af
police station and found the contact had actually involvedytumgg i r | @nal grpndfatieer, the gre
aunt 6s Theogghemdf at her had told police he was
where theyoungg i r | was | iving and hi s s wihpdiugs. ilncher $nteroidwf
with Inspecor General investigatorghe child protectioninvestigator acknowledged never requesting
reviewing any police documentation of the interaction or informing her supervisor of the contact.

Later that day, after speaking with police, the investigatorented first attempt to visit the family but fou
no one home and left a note requesting a Eale days later, the investigator began a scheduledver&
vacation.Although Department Procedure requires attempts to be made every 24 hours to estatalcs
with a family involved in a child protection investigation, the single home visit represented the only €
locate the family prior to thgoungg i r | & dn her éntenviéw. withinspector General investigatoithe
investigator conveyed thafficulty related to being assigned a new case during the week prior to her v4
beginning, as she was busy trying to complete work on existing ¢ases.vi ew of t he i
found that at the time she received yloeingg i r | 6 ke hadabsea assigned a number of cases beyolf
threshold recommended as part of a consent decree the Depagtitezat] into which was intended to lin
individualsd workloads. In a separate interview witlnspector General investigatorthe investigai r

supervisor stated she was aware the investigator had not seen the family prior to beginning her va
intended to keep working dhis case as well as othersvhile she was out of the officBoth the investigat

and her supervisor confirmetiere was no system in place to ensure such required family conta
conducted when assigned workers are unavailalileough the great aunt called the investigator twice f
to her beginning her vacation, the investigator did not hear either reasstigshe called into her voicem
on the day thgounggirl died. In her interview withinspector General investigatpthe investigator stated
was not her practice to check her voicemail every day.

Eight days after the initial hotline report wasde, the great aunt returned home and founthtieeyearold
girl gasping for air.She wastransported to a local hospital where she was pronounced ,éiaaautopsg
found shehad severe head injuries including subdural hematoma, intraretinal hemoramagesrineur
optic nerve damagdheyounggirl also presented numerous bruises on her body at different stages of
and patchy hair loss across the top of her hitagias determined the fatal injuries were the result of U
force trauma and t manner of death was ruled homicidguring the course of the subsequent
enforcement investigation it was concluded that only the great aunt and her boyfriend had beerchiith
on the day her injuries were inflicte@ihe boyfriend had been alométh the younggirl for nine hours whilg
the great aunt was out of the harii¢henthe great aunt returneshe obseved a fresh bruise on the chilat
which the boyfriend provided an implausible explanatibhe criminal investigation led to Felony Fij
Degree Murder charges being filed against the boyfrigieds currently in jail awaiting trialA second childg
protection investigation initiated in response to flenggi r 1 6 s death resul't
indicated for Death by Abuse and theat aunt being indicated for Death by Neglect.

During the course of its investigation, tihespector General investigatofeund another individual h
previously contacted the hotline with comedVi
the assistance of SCR, thespector General investigataras able to identify the record of the hotline g
The Inspector General investigatdesarned that intake calls are indexed by the name of the subject
allegation and those namea® @he only means of searching for any additional related G&lésprevious caIII
whi ch was taken as téappeafirosearches fororelatepontd becausdei bdyfriemod,
name was spelled incorrectly

Ten weeks after ththreeyearoldgi r | 6 s deat h, h e nothemdaugliteeHive \geaks kter

DEATH AND SERIOUS INJURY INVESTIGATIONS 31



police were called to the motherds home in r
b aby 6 s The mdthereobtained an order of protection againstdtieef and a shoterm intact famil
services case was opened through a private agency to assist the mother amghalmonths later, th
mother was arrested for assaultangelative whom she and the baby were living with at the timessponse
private agency staff created a safety plan calling for the baby to remain with the relative while the
moved out of the hom@&he safety plan remained in place for four months while the mother continueq
noncompliant with required services and radtireats to kidnap the babyhe mother also failed to provig
adequate financial support to the baby despite receiving public funds to do so and neglected to takd
to necessary medical appointmerAs.one point, after being informed of the mathé s b e hav i
attorney advised the private agency caseworker to make a hotline report and, if the call was not
screen the case into coufthe caseworker made a hotline call, but after the report was not accepted
not screen thease into courfThe safety plan was only finally ended when the relative who was caring ff
baby was planning to leave town on vacation and the mother was the only available cdrdtalteragency
staff allowed the mother to resume custody of thigybunder a set of conditions or have the child placed
nonrelative homeDepartment procedure requires safety plans to be voluntarily entered into by the
and employed as temporary measures for stabilization rather than solutions to ongmadlisse b
safety plan was in place for four months, was not entered into on a voluntary basis by theafaamiliag
only rescinded out of necessity rather than o

OIG RECOMMENDATIONS / 1. In addition to asking for the beg phone number at which a
DEPARTMENT RESPONSES reporter can be reached, SCR call floor workers should ask f

other phone numbers, such as a cell phone number, at which t
reporter may be reached.

This recommendation has beecluded in the State Central Register (SCR) script.

2. In addition to training staff on how to search and link Information and Referral intakes, SCR
should train staff to be comprehensive in their documentation of Information and Referrals.

SCR staff recei@d SCR Linking training.They also receive SCR Foundations training which covers all
of Intakes, includingriformationandReferrals and they are taught how to document thosdditionally, in
the revision of P300Child Abuse and Neglect Invesigns the intakes are better defined and clarifieq
how SCR staff are to use them and when to apply a specific intAReSCR staff are attending the revis
P300 training.

3. Supervisors must require that their workers listen to their voicemail befoe leaving on vacation and
leave an outgoing message referring callers to their supervisor in their absence.

Staff have been notified. Since all staff do not have voice mail, it was also put in revised Procedures
Supervisory Duties, Case Assiggmh

4. The child protection investigator should be counseled for her less than professional conduct wk
speaking with the primary source; for failing to follow up on the police statement that a relative hag
sought advice nine days earlier; and for not obicking her voicemail before going on vacation.

The employee was counseled.

5. The child protection supervisor should be counseled for failing to ensure that daily attempts we
made to see a three yeanld alleged victim of physical abuse following the inget i gator 0
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attempt.
The employee was counseled.

6. The private agency assigned to the intact family services case should counsel their employees &
the proper and inappropriate uses of safety plans.

The Inspector General shared the reporhwite private agency and requested that the agency revid
practices on safety planning.

7. The Departmentos Clinical Di vision should |
services being provided are appropriate and whether the girl shoulddo s cr eened wit
Attorneyds office.

The State's Attorney declined to file.
8. This report should be shared with the Attorney General's Office with regards to pending litigation

DCFS was voluntarily dismissed from the litigation, but tkeommendation was still shared with
Attorney GemBet al ®LCF&f Liegal and the Attorney
litigation, which is currently stayed pending resolution of the criminal trial regarding the death beC&i%
employees have previously been subpoenaed for depositions and DCFS anticipates receiving a sulff
documents as part of the discovery process.

An information transmittal was issued noting the need to improve compliance with making/documeiyti
good faith attempts to see child victims and to ensure we are gathering all pertinent informg
completing out of state LEADS.
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DEATH AND SERIOUS INJURY INVESTIGATION 9

ALLEGATION A nine-yearold ward died of bronchial asthma. The child had a histofypoorly
controlled asthma, and had multiple asthmated incidents/attacks requirif
emergency room treatment within tlyear prior to his death. His death was the first death of a ward
asthma since the Department implemented a statewide astlioyagbang with education and training twel
years earlier, in response to a recommendati d
the chil dodos deat h, the I nspector Gener al current
asthma policy.

INVESTIG ATION By the time the child entered foster care at age seven, his asthma had alres
documented as problematic in two prior child protection investigations and I
a medical diagnosis ahild persistent uncontrolled asthma his first six months of foster care, his asthj
exacerbated and he was referred foradi at ri ¢ pul monol ogy consul t
diagnosis to severe persistent asthma, poorly contraledl documented concerns that althoughcthe i
airway was severely obstructed during the consult, he did not seem distressed nor did he perceive tl
of his asthma. The child was administered a breathing treatment, which brought only mild improvemj
pulmonologist documented thahe® combi ned i ssues increased
pulmonologist documentedl&-p oi nt response to the chil dods aj
and child.

Over the next sever al mo n t h scontrotled. dHis foster parrissconsistet]
admini stered the childés medications and tmne
months of his asthma remaining fairly well controlled, the ejglairold child had an asthma attack why
with his caseworker, which necessitated emergency room treatment. Hospital records documented th
his severe asthma attack, he was highly active in the emergency room and in no apparent distress.

Approximately three months after the asthma attaitk his caseworker, he had another asthma attach
required emergency room treatment. The child had a third asthma attack two tadethe/hich alsof
required emergency room care. On b ot h differenthospital

emergency room than thene at the hospital with whichhe c¢chi Il dés pul monol
affiliated. The childds pul monol ogi st and p-dg
attacks, and inaccurately believed thet thild s ast hma was wel | control

The c¢hi | ad@ist wentuwoh mmealioal leave.eBc ause t he clinic erron

was well controlledwhen it had in fact exacerbateus appointment wearescheduled to a later dabays
prior to his rescheduled appointment, the child and his younger sibling were placed with their gran
an unlicensed relative, as their current caregivers were unable to continue providing care. The gr

was unable to transpothe nineyearold to his appointmenbn short notice, and rescheduled the vy
appointment several weekser.

After residing with his grandmother for a month, the child spent a day visiting cousins and playing at
In the evening, he told his grandmother that was having difficulty breathing, and the grandmo
administered two nebulizer treatments. Shortly thereafter, the child collapsed @rad dieronchial asthm
attack.

The Departmentds statewide ast hma wardWwith asthmah a d
1. submission of the Identification of a Child Diagnosed with Asthma form (CFS 691);
2. identification of asthma as (1) a Hfbreatening disease documemtby a medical professional (&)
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a medical condition requiring an extraordinary leseservice intervention in order to stabilize 3
sustain the child in placement on the Checklist for Children at Initial Placement form (CBJ 418
3. submission of a DCFS Regional Nurse Referral Form (CFS 531).
The Department 6s Dventidn$éabhrSerdces, vihielr includesthe IDivision of Nurg
was charged with identifying, tracking and providing additional support to wards with asthma. Howe
Division of Service Intervention Health Services was unaware of the child. Althtbedtentification of a’|
Child Diagnosed with Asthma form was intbehi | d 6 s ahe Dieision ef Servicd |nterventie
Heal th Services, where it was to have been s
initial foster careplacement, he waslentified as having mild, intermittent asthma and his asthrandi
meet the criteria necessary for the checklist to be submitedt hough t he chil doés
referral, none was ever made and the Division of Nungingained unaware of him.

I n an attempt t o identify <c¢child wards di ag
InterventionHealth Services keeps a Special Medical Conditions database. The Inspector General fq
wards with asthma wereothbeing adequately identified in the Special Medical Conditions database. H
information suggested that even wards who were identified as having asthma and entered in the data
not being tracked or given education and supportive servicakedsivision of Nursing was unaware tH
there was a Special Medical Conditions database.

A wardoés medi cal information i s avail abl| Satewidag
Automated Child Welfare Information Systd®ACWIS) e-Healh data system. Although not exhaustive,
information includes the <chil doés ,andagspital admssion]
However, no one is required to monitorthele al t h dat a, and the chi lha
he had three emergency room visits within a year went unnoticed; a nursing referral was not submj
was his pulmonologist or pediatrician notified.

OIG RECOMMENDATIONS / 1. The Division of Service Interventioni Health Services musf]
DEPARTMENT RESPONSES develop a collaborative system tensure that all divisions within
the Department are identifying wards with asthma and notifyingj
the Health Services unit. The Division of Service Interventioii Heal t h Ser vi ces m
asthma information i nto t hcal Cdhditiarls DatabaSe and ensuredtiss
each of these wards and their caregivers receive increased education and services.

At case opening, a child should be identified as havingst#tima diagnosis via initial placement form G
418J and/or form CFS94, identification of a child diagnosed with asthma. A screening formAatitmal
Action Plan are completed and copies are sent to Health Services Information Specialist for tracking
reports are completed as requested andadtihma related initiaves. Health Services Administrator

Medical Director have engaged DCFS Guardian to "bridge the gap" between a consent givessttam

related ER/hospitalization and caseworker, nurse follow up. DCFS guardian consent line copie
Policy Administrator on all consents given faasthma related ER/Hospitalizations. Health Poj
Administrator or DCFS Chief nurse follows up with worker to ensure proper referral/protocol is intrody

2. The Division of Service Interventioni Health Services mustimplement an effective monitoring
system over the SACWIS eHealth data system to avoid the failures noted in this report, such as 4
asthmatic child admitted to the ER multiple times within six months without supplementa
interventions, includinganursing r ef er r al and notification to

The Health Policy administrator and DCFS Medical Director are working thighOffice of Informatior]
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Technology ServiceITS) to make needed enhancements to SACWI&&th. The current Proce@u802
Appendix 0 will be revised to reflect that any child who has an Emergency room visit or admitted
hospital for asthma related diagnosis MUST have a completed CFS691 form (asthma diagnosy
caseworker and foster parent must have a copy 8isthmaAction Plan from the respective hospital and

worker must complete a nursing referral (CFS 531) for continued consultation and health recommend

3. The Department 0s Clinical Di vi si on ( Nur si
medication or identified as having had an emergency room visit or other hospitalization with an asthm
or other airway disease diagnosis (based on Medicaid data), and assess whether they should be incl
in the Department ds Ast h nmtervehtiorsarb apprepriate fiodeach Wward.

The Health Policy administrator and Medical Director are working with OITS to make needed enhan
to SACWIS/Ehealth. Data is currently not viable for use on prescribed asthma medications for wa
full implementation, data will identify DCFS children who are taking prescription medication.
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DEATH AND SERIOUS INJURY INVESTIGATION 10

ALLEGATION A Department ward died of undetermined causes threeksv before his thir
birthday.At the time of his death, thehild resided in a traditionalonrelativefoster
homewith two of his siblings.

INVESTIGATION The almost thregyearold and his twin brother had been placed inftteter homg
when they were foumonthso | d after being remove
asaresl t of the mother 6s f iafand medical issuesTaat@dlar lzad Beénybo
prematurely angresented multiple health complicatiomscluding a rare congenital neural tube condill
that affected his brajras well as lymphoidhyperplasia which caused the rapid growth of cells in his ly|
tissue.The toddler also had a history of enlarged adenoids and exhibited respiratory problems in
labored breathing and sleep apnea.

The twinsd foster mothlaerivatehagedcy foresig years priar ® the chittrert bl
placed in her homdn her initial licensing application, the foster mother reported she only worked be
16-20 hours per weelShe also stated she was in reasonable health, was physicallylecap caring foI
children and was not a cigarette smokéwo medical forms were in the file, which had been completed
and nine years, respectively, after the foster mother was initially licembedtirst identified obesity as
health issue fothe foster mothefMhe second form, completed two months prior totthe d d dieath, listed
obesity as a health concemas well as diabetes, which she reported she had been diagnosed with §
earlier.Additionally, the second medical form statee tloster mother did in fact smoke cigarettes.

The caseworker reported smelling cigarette smoke in the home four months after the twins Welthep‘ral
The foster mother acknowledged that both she and her boyfriend, whom she said was frequeritiynire,
were smokers, but stated they did not smoke around the chillittough Department Licensing Rul
prohibit smoking either inside or within a-f&ot radius of a foster home, there was no further discussi
the issue.

Two months after the casew k e r noted the smoking issue, t hdq
the home, formally applied to the Department to be recognized as a member of her houisehisl
application, the boyfriend reported a criminal history consisting of fivericions for drugrelated offenseq
His most recent conviction had occurred 11 years eaflieassessment included in the application notedj
the boyfriend assisted the foster mother in caring for the children, was appropriate and caring towa
and had truthfully divulged his criminal histoly.h e boyfri endds applicat:i
and he was required to move out of the home in order for the foster mother to retain herTicenbi@ois
Child Care Act allowshe Deparnent to waive criminal histories provided certain critema metincluding
that their offenses are more than 10 years old and that they truthfully divulge their pasts at the out
application processAlthough there is no rational basis, thatste can be read as prohibiting waivers
anyone moving into a home after a child has been placed.

As part of her boyfriendbs application proce

about $600 she received monthly in food giarand another approximately $600 her boyfriend received
the lllinois Department of Rehabilitation Services (DORS) under the auspices of the lllinois Depart
Human Services (DHS) for ser vi nlpordestogualifiefor & pesdng
assistant through DORS, an individual must demonstrate that without such services they would likel
full-time care in a residential nursing faciligyr evi ew of t he foster moth
mo t h equésisfor services was supported by a letter from a doctor citing numerous healtT Fesletter
stated the foster mother suffered from uncontrafieddeteanellitus as well aghronic obstructivepulmonary
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disease, experienced shortness of breatt should be restricted from lifting more than 15 poutidalso
detailed significant cognitive impairments regarding her judgment, insight, concentration, matisatiq
ability to process or retain new informatidrhe foster mother had been approvedd personal assistant, 1
boyfriend, one yeabefore the twins werglaced in her home.ln reviewing the case filehe Inspecto:l
General investigatorfbund no evidence thahe involved private agency staff considered whether the f
mother had agfjuate income to care for three young childespecially once the boyfriend was forced
move out

Six months after the | ast documented visit b

to support her intent to adopt the siblingmergency personnel were called to the home aftasayeiend
found thetwo-yearold unresponsive in his bedde was transported to a local hospital where he

pronounced dead\n autopsy performed by the medical examiner found the cause tofditie r death to bd
undeterminedThe police who responded performed CPR on the boy and he coughed up a piece of aI
The foster mother reportatie childfrequently had difficulty breathing when sleeping on his back and
she had been instructeddy doct or to put him on his side t

The foster mother stated she smoked two cigarettes geardhher boyfriend smoked 10 may, and the1
admitted to smoking in and around the hdaimaugh theybelieved tiey did not subject #hchildren to secon
hand smokeTh e pri vate agency recommended revoking

The Inspector General referred the case@RSfora r eassessment of the f
mental furctioning. Upon arriving at the home, the assessor encountered the boyilendtated the foste
mother was asleep after taking prescription painkillers and could not be awakkeesessor observed
foster mother under the covers of her bbdt he r b o y fmultiple matebrpss to awaken her wd
unsuccessfulThe assessor interviewed the boyfriemtho reported the foster mother had been in g
accident 15 years earlier and which resulted in five vertébsatiresin her back and necK.he bgfriend
said the injuries caused the foster mother debilitating pain and she required his assistance for bat
the bathroomandperforming household task3.he Inspector Generallso learned that the foster mother
applied for supplemental sarity income on nine occasions and had been denied benefits each time,
she had appealed the most recent rejection.

OIG RECOMMENDATIONS / 1. A foster care license applicant must provide the licensin]
DEPARTMENT RESPONSES worker with a Consent for Release of Information form for the
Social Scurity Administration (SSA) The Social Security]
Administration Consent form should be used.

Revisions to application forms and procedure are in process. A policy guide will be distributed with t
changes.

2. The Department should amend CFS 718\, Authorization for Background Check for Foster Car
and Adoption to include authorization to determine if the applicant has an active case with the lllino§
Department of Rehabilitation Services.

Revisions to the form arocedure are in process. A policy guide will be distributed with the form cha

3. Once theDepartment obtains theSSA and DHS i nformation, t hd
should not necessarily bar the person from providing foster care, but réer the information should be
considered for whether the person is physically and mentally capable of caring for childrenWhen
there is a significant discrepancy between the DCFS health record and the SSA or DHS,

Department should refer to SSA or DHSfor possible fraud and consider revocation for lack of
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trustworthiness.

Revisions to application forenand procedure are in proce$ée only reason the information would
requested from the Social Security Administration or Division of Rehabilitagovicgs would be to incluo]
it in the licensing home study. The home study, taken as a whole, would determine the recommen

licensure and/or any restrictions on the license related to the type of care a child requires, or agd
placed in he home.

4. The Department must ensure, either through Rules, legislation or policy interpretation, that fostg
homes are entitled to consideration of waivers of criminal backgrounds when appropriate.

With the involvement of Licensing, the Office of Legarfices has written a policy directive providing
the simultaneous iissuance of both a foster h
appropriate situations. The Department believes this is a reasonable interpretation of thehstatadll
facilitate granting of waivers when warranted. The Office of Legal Services is supporting the Licensij
in its review of licensing forms to make any charges necessary to comply with the policy directive, an
training of internal ad private agency staff.

5. This report should be shared with the private agency, both to assist in the revocation process and
educate staff concerning necessary referrals for licensing investigations (smoking in home) and mj
robust exploration of whether the foster parent has sufficient income to meet licensing standards.

The Inspector General shared the report with the private agency and the agency's Board of Dirq
response to additional information provided by the private agency, the loisgigeneral is investigatg
additional concerns involving third parties.

6. No child who has asthma or any serious chronic respiratory or cardiovascular complications ¢
vulnerabilities, nor any premature infant should be placed in a home where the foster pent or any
member of the household smoke§he Placement Clearance Process should be expanded to encomy
smoking habits and medical needs of children.

This recommendation remains under review.
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CHILD DEATH REPORT

Inspector Generadtaff investigite the deaths of children whose families were involved inlliheis
child welfare system withithe preceding twelve months. Inspector Genstaf receive notificatiorof
the death of a chilérom the lllinois State Central Register (8)Z when the dath is reported to SCR.

Inspector Generd t af f i nvestigate the Departmentds invol ve
when (1) the child was a ward of DCFS; (2) the family is the subject of an open investigation or service
case atthetimedfhe chil dbs deat h; or (3) the family was

closedwithin the preceding twelve months. Iispector Generainvestigators learn of a child death
meeting this criteria that was not reported to the SCR, stdftililinvestigate the death.

Notification of a ncihveéstigatdrys revidve aftrécords. imgpdctiora Geaesal a
investigators review the death reports and inforn
records. The investigat then obtains additional records includiagtopsyreports’ Records may be

impounded, subpoenaed, or requesidten they areeviewed.The majority of cases are investigatory

reviews of records, often including social service, medical, potind sclol records, in addition to

records generated by the Department or its contracted agencies.

When warranted, Inspector Genemraestigators conduct a full investigation, including interviews
full investigation may resuln a report to the Directaf DCFS. Individual cases may not rise to a level
necessitating a full investigation, but collectively can indicate systemic patterns tanpsabat require
attention.Inspector Generastaff may address systemic issues through a variety of meandimgclu
cluster reports, initiatives, and trainings.

In Fiscal Year 2013nspector Generadtaff investigated®6 child deaths meeting criteria for review,

decrease (of 3) from 99 deaths in FY 2014, which had incre@age@) from 93 deaths in FY 2013A
description of each c¢hi | ddudedid #isdntual eepddr ctildeeh ®hoi nv o | v
died between July 1, 2014 and June 30, 2015. During this fiscal year investigatory reviews of records
were conducted 6 cases. Full investigationsere opened ir20 cases. Eighteeninvestigationsare

pending. Comprehensive summaries of death investigations reported to the Director inwkYchSnay

include deaths that occurred in earlier fiscal years,included in the Investigation sectiontlis annual

report.

In Fiscal Year 2015 nghild had a cause of deatif Sudden Infant Death Syndrome (SIDS). This is
refledive of anational statisticshowing that over the past 20 years, the rate of infant mortality attributed
to SIDS has decreased wWhithe rate of infant deaths attributed tocidental asphyxiation or
undeterminea¢tauses has increased. As noted in the report submitted by the Inspector Gene201id FY
regarding invesgating and indicating parents for -steeping, this is due, inlarge part, to the
reclassification ofinfant deaths that histically would have been called SID&udden Infant Death
Syndrome) a natural manner of death, to SUDI (Sudden Unexplained Death in Infancy) or
Undetermined, undetermined manners of death. Acuptd theCenters for Disease Control (CDC) and

! SCR relies on coroners, hospitals, medical examiners and law enforcement to natifyftbleild deaths, even

when the deaths are not suspicious for abuse or neglect. Some deaths may not be reported. As such statistical
analysis of child deaths in lllinois is limited because the total number of children that die in Illinois each year is

unk nown . The Cook County Medical Examinerdéds policy is |
autopsied at the Medical Examinerdéds office.

2 The Inspector General wishes to acknowledge all the county coroners and the Cook County Medical Exarsin

Office for responding to our requests for autopsy reports.
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the National Association of Medical Examiners (NAMB death is only properly classified as SIDS
when there is no other cause of death identified after a complete autopsy, including toxicology and other
laboratory tests, scene investigation, and review of the medical/clinical hiataiythere are no unusual

scene findings or sleeping conditions identifiedthe DCFS population there has been a steady decrease

in the number of infant deaths classifiedsdBS and an increase in the deaths classified as SUDI.

Two Year Cohort Report of DCFS Ward Victims of Street Homicides

During FY 2015 e Office of thelnspector General initiate@h investigation of wards killed due to street
violence. The reporffwo Year Cohort Report of DCFS Ward Victims of Street Homicigiisaddress
wardskilled in FY 2014 and FY 20183n FY 2014threewards were killed in street violence. Two of the
wards were 18 years old and one was 17 yearslolgY 2015eightwards werekilled in street violence.
Six of the eightvardswere either 18 or 19 years old. The other two were even youddeand 17 years
old.

Murder darges have been filed in four of the eight deaths. In the case of-ffeadeld victim, two
males, aged9 and 21, have been charged. In the case of tHyedrdld victim, aChicagopolice officer
has been charged. In the case of one of thgea8old victims, a 28yearold male ward has been
charged. And in the case of the-@8arold victim, 20 and 24year-old males have been charged. Four of
the murders are unsolvetihe number of wards killed by street violenoeRY 2015 is two timeshe
highestnumber inany of thelast five years. The report is expected to be completed in early 2016.
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Summary

Following is a statistical summary of t8é childdeahsinvestigated by Inspector General staff in FY 15,

as well as summaries of the individual cases. The first part of the summary presents child deaths by age
and manner of death, case status and mannerati,dmunty and manner of death, ahild protection

death investigations by result and manfidre second part presents a summary of deaths classified in five
manners: homicide, suicide, undetermined, accident, and nAtNik that the term corones used for

both coroners and the Cook County Medical Examiner in the individual summaries.

Key fa Case Status at the time of Inspector Generalestigation:

Ward................... Deceased was a ward

Unfounded DCP . . .... ... ... Family had an unfoundethild protectionnvestigation within a
yvear of c¢childdés death

PendingDCP . ............ Family was involved in a pendirghild protectionnvestigation

attimeofchh | dés deat h

Indicated DCP. . . .......... Family had an indicatechild protectionnvestigation within a
year of c¢childbds death
ChildofWard............. Deceased was a war Hself/herseif.| d, but not
Open/Closed Intact . . . .... Family had an open intact famibervicexc ase at ti me of chi
or within a year of childodés death

Open Placement/Split Custodypeceased, who never went home from hospital, had sibling(s) in
foster care or chilévasin care of pagnt withsiblingsin foster

care.
ReturnHome . ............ Deceased or sibling(s) was returned home to parent(s) from
foster care within a year of chil dos

Child Welfare Services Referral A request was made for DCFS tadgreervices, but no abuse
or neglect was alleged

Preventive Services/

Extended Familyéeéeééeéeé Il ntact family services cas
as a result of an indicated child protection investigation.

For mer War dé é é éldwnasa ward within a year of his/her death.

® The @uss andmanners of death adketermined byiospitalsmedical examiney coronesandcoroner® j ur i es .
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Table 1. Child Deaths by Age and Manner of Death

CHILD AGE \ HomicIDE SuICIDE UNDETERMINED ACCIDENT NATURAL TOTAL

) At birth 1 1 2

< 0to3 1 11 8 5 25

@ 4106 3 2 2 7

E 7t011 1 2 2 3 8

S 12to 24 2 3 4 4 13

2 1 1 2

3 2 1 3

4 1 1

5 1 4 5

6 1 1 1 8

7 1 1

g 8 1 1

< 9 2 2
“é 10
& 11
> 12

13 1 1 2

14 1 1
15

16 3 3

17 3 3 1 1 8

18 or older 6 2 1 9

21 4 21 24 26 %

Table 2: Child Deaths by Case Status and Manner of Death

REASON FOR OIG INVESTIGATION * ‘ HowmicIDE ‘ SuICIDE ‘ UNDETERMINED ~ ACCIDENT NATURAL = TOTAL

DCP Pending 3 4 4 3 14

Unfounded 4 2 7 12 5 30

Indicated 1 2 1 1 5
Ward 9 1 1 3 10 24
Former Ward 1 1 2
Return Home 0
Open Placement/Split Custody 1 1 4 6
Open Intact 1 1 3
Closed Intact 2 3 1 3 9
Child of a Ward 1 1
Child Welfare Services Referr  al 0
Preventive Services/Extended Family 2 2

* When more than one reason existed for tie®of thelnspectotGeneralinvestigation, the death was
categorized based on primary reason.
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Table 3. Child Deaths by County of Residence and Manner of Death

COUNTY ‘ HowmiciDE ‘ SUICIDE  UNDETERMINED ~ ACCIDENT = NATURAL ‘ TOTAL
Adams 1 1 1 3
Bureau 1 1
Cass 1 1
Champaign 1 1
Christian 1 1
Cook 16 3 8 5 15 a7
DuPage 1 1 2
Franklin 1
Hancock 1 1 2
Henry 1 1
Jackson 1 1 2
Jersey 1 1 2
Kane 1 1
Kankakee 1
Lake 1 1 2
LaSalle 1 1 2
Livingston 1 1
Marion 1
Peoria 1 1 2 1 5
Randolph 1 1
Rock Island 1 1
St. Clair 1 1 2 2 6
Saline 1 1 2
Sangamon 1
Will 2 2
Williamson 1 1 2
Winnebago 1 1 2
Out of State 1 1 2

21 4 21 24 26 96

Table 4: Child Protection Death Investigationsby Result and Manner*

FINAL Homicide Suicide Undetermined Accident Natural

FINDING

Indicated 5 1 7 10 2 25
Unfounded 0 0 6 8 5 19
Pending 0 0 1 0 0 1
Total 5 1 14 18 7 45

** Child deaths in which at least one person was indicated or unfounded for death by abuse or death by
neglect. Note that persons indicateddeath will stay on the State Central Register for 50 years.
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FY 2015DEATH CLASSIFICATION BY MANNER OF DEATH

HOMICIDE
Twentyonedeaths were classified homicide in manrier

CAUSE OF DEATH NUMBER ‘
Gunshot wound(s) 11
Injuries due to child abus e* 6
Asphyxia due to smoke inhalation 1
Malnutrition due to starvation 1
Stab Wounds 1
Undetermined 1
Z

*Includes one death where the initial abusive injuries left the child severely disabled and the child
died of a seizure disorder resultifigm the injuries

PERPETRATOR INFORMATI ON:*

PERPETRATOR NUMBER

Mother 1
Father

Mot her és Boyfrieng
Fat her
Caretaker
Unrelated Adults
Unrelated Peer

o

s girlfrien

Wl O[R[N W

Unknown/Unsolved 9
*Some deaths have more than one perpetrator

PERPETRATOR GENDER ‘ PERPETRATOR AGE RANGE ‘ CHARGES

Murder (8 men)
Involuntary Manslaughter (1 man )

Males 19 years-43 years . L .
Obstruction of justice (1 man i other
charges are expected)
Murder (2 women)
Females 21 years- 42 years

Involuntary Manslaughter (1 wom an)
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SUICIDE

Four children died fronsuicide this fiscal yearThree of the youth hung themselves and one died of a

gunshot wound.

UNDETERMINED
Twentyonedeaths were classified undetermined in manner

CAUSE OF DEATH
Undetermined

NUMBER

Sudden unexpected/unexplained death in infancy (SUDI)

Asphyxia due to unsafe sleeping position

Medical conditions complicated by substance exposure

Asphyxia due to smoke inhalation

Gunshot wound

TOTAL

ACCIDENT
Twentyfour deaths were classéd accident in manner.

Asphyxia/Suffocation/Overlay/sleep related 12
Multiple blunt injuries from motor vehicle collision 4
Drug overdose 3
Drowning/complications of near drowning 4
Burns/thermal injuries 1
:

NATURAL
Twentysix deaths were classified natural in manner.

CAUSE OF DEATH

NUMBER

Cardiac conditions 5
Congenital abnormalities 3
Complications from Cerebral Palsy/ Chronic disease process 5
Severe acidosis 1
Cancer 4
Viral syndrome 2
Asthma/Respiratory lllness 3
Sudden unexpected/unexplained death in infancy (SUDI) 1
Sepsis 1
Complications of diabetes 1
x
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HOMICIDE

Child No. 1 DOB 2/08 (reported) DOD 7/14 Homicide
Age at death: 6-1/2 years (reported)
Substance exposel Unknown
Cause bdeath: Malnutrition due to starvation
Perpetrator: Unknown

Reason For Review Pendi ng child protection investig
Action Taken: Full investigation pending
Narrative Six-and-a-half-yearold boy was taken to the hospital @mency department by a -2

yearold woman who stated she was his mother. The woman, who is mentally ill, claimed to hay
birth to the child in Colombia and to have raised him there until he was approximately two ye
She then left him in Colonid in the care of his putative father where he had reportedly lived for th
four years. The woman said that on the day she went to the emergency department, an i
approached her and informed her that her son and his father were in the Uafesd Bhe fathe
contacted the woman and made arrangements to bring her the boy that evening because he
longer care for the child. When the boy arrived he told the woman that he was hungry, but W
woman fed him he began choking and foaminghe mouth. A family member took the woman 4§
child to the emergency department where the child died. Aside from the woman, family member
having any knowledge about the child prior
deathhvestigation was conducted. The Departm
abuse and malnutrition of the child. The woman was indicated for substantial risk of p
injury/environment injurious to health and welfare by neglect to tbfdeer children living with her &
the time of the childés death. I n February
by the police as one of the womands ol der
with his fathe or other relatives. That child would have been 13 years old at the time of death
tests have confirmed that the woman was th
chil dbs deat h.
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Prior History In June 2013 an anonymousreport cal |l ed t he hotline
appeared to be emaciated and extremely small and do not attend school because their mothe
want them seen. When interviewed the mother reported the boys lived in Mexico with an ay
mother called the aunt and the investigator spoke with her. She said she lived in Mexico and
caring for the boys for several years. The aunt would not give the investigator her phone num
investigator left a voice mail message for the Mexi€amsulate but the investigation was unfoun
for substantial risk of physical injury by neglect prior to speaking with anyone at the consulate. |
2014 a ment al health provider called the édd
to be eight and nine, because the mother said she was teaching them how to kill themselves. Th
said the mother had six children all together, but four were believed to live in another state. The
told the reporter that the family had neavbecause DCFS was looking for them. The reporter di
have an address. The following month an investigator located the family and met with the
mat er nal grandmot her, and three of t he moif
reported they lived with their maternal grandmother. They denied their mother lived with them on
them how to harm themselves. The children were not in school, reporting they feared the ga
violence in their neighborhood. They had been seen diyctor within the last year. The mother w
unfounded for substantial risk of physical injury by abuse. Prior to that investigation being clg
May 2014, a therapist called the hotline to report that the maternal grandmother, who was act
gred aunt, was forcing the mother to care for her four children, agesy&ars, even though she W
not mentally stable enough to do so. The reporter cautioned that the mother admitted to hi
children during past investigations or lying that they sreMexico. The hotline took a report f
investigation of inadequate supervision by the maternal grandmother/aunt. During the investigd
mother reported she had two children who lived in Columbia with their father. The investigatig
pendingat he ti me of the boyds deat h. Foll owi nd
the three children living with the maternal grandmother/aunt. The children were initially place
shelter where there was concern about maternal relativesngtdhie shelter. After a few weeks t
brothers were placed in a foster home together and their sister was placed in a different foster h
has since sabotaged multiple placements. I
boy be emoved because of his behavior. He is placed with a maternal aunt. The children visit w|
other and with their mother and maternal grandmother/aunt.

Child No. 2 DOB 11/10 DOD 7/14 Homicide
Age at death: 3-1/2 years
Substance exposer No, but hs mother used alcohol during pregnancy
Cause of death Multiple blunt force trauma
Perpetrator: Unrelated caregiver

Reason For Review Chi | d was a ward within a year of
Action Taken: Full investigation pending
Narrative Threeanda-half-yearold developmentally delayed former ward was beaten to ded

another state by his temporary caregiver.
with the mother of a friend of t h echildrendopstay witl
her mother for the summer. The adoptive mother had never met 4ead@d caregiver but believe
she had experience dealing with special needs children and could provide her son with therapie
summer. The child had beentlwthe caregiver for almost two months at the time of his death,
caregiver has been charged with murder in the other state.
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Prior History The child entered foster care at birth because his siblings, ages 3 and 4, were

care and there ween goi ng concerns about the parents
placed with a 4§earf o st er mot her who adopted him thr

parents signed specific consents for the foster mother to adopt hiomeA2013 evaluation identifid
the child as having alcohotlated neurodevelopmental disorder (a fetal alcohol spectrum disg
sensory processing disorder, and significant developmental delays. The evaluator recomme
child receive intensive thr apy ser vi ces. The childbés work
adoption subsidy with a higher monthly payment so that his needs could be addressed, but th
was denied.

Child No. 3 DOB 12/95 DOD 8/14 Homicide
Age at death: 18 yeas
Substance exposer No/unknown
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Deceased was a ward
Action Taken: To be included in a report about ward homicide
Narrative Eighteenyearold ward was shot and killedarnd 7:30am in front of his grandmoth
and aunt 6s home. He had reportedly gone ou
when he was shot. His mother had dropped him off at this home a day before after unsuc
attempting to get m placed at a DCFS shelter. The ward had left his residential treatment 1
voluntarilyon his 18bi rt hday. He had been residing, u
A police investigation of the teends murder
Prior History The deceased and two siblings enter
35yearol d mot her moved from the familybés hom
school and a younger sibling was hospitalized. Théherdook her two youngest children, ages six
11 years old, with her but when DCFS located them, custody was given to their fathers. The mo
indicated for inadequate supervision and for ook of the hospitalized child. The deceased had sk
placements during his time in care and was involved in both juvenile and adult probation.

Child No. 4 DOB 12/96 DOD 8/14 Homicide
Age at death: 17 years
Substance exposer No
Cause of death Gunshot wound of the head
Perpetrator: Unknown

Reaso For Review: Pendi ng child protection investig
Action Taken: Investigatory review of records
Narrative Seventeetyearold boy was sitting in a parked car at about 10:00pm on a weq

night when he was shot in the headabyale who had approached him earlier in the night. The tee
been in the park with a friend talking to some girls when the male approached him and asked |
was selling fiweed. 0 When the teen r es posha tha
boy. A police investigation remains unsolved but open.

Prior History Si x weeks prior to the teenbds deat h,
teengearodd mot her had obtai ned an rothed leer 2¢/eafold |
son, because he had threatened to kill her and the teen. The report, which was pending at the t
teenb6bs death, was wultimately unfounded.
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Child No. 5 DOB 5/11 DOD 8/14 Homicide
Age at death: 3 years
Substance exped: Yes, methamphetamines
Cause of death Asphyxia due to smoke inhalation
Perpetrator: Father, presumed

Reason ForReview Unf ounded child protection inves
Action Taken: Investigatory review of records
Narrative: Threeyearold and 26month old brothers died as a result of a house fire. ThejedB

old father also died in the fire. The fire occurred at their residence at approximately 5:00pm. T
victims were transported to an area hospital where thed&@hold boy and the father were pronound
dead. The Jearold boy was airlifted to a neighboring state hospital, where he died the next day,
on an investigation of the scene, the fire department believed that the fire was intentionally
initially labeled the fire as incendiary. After lab results on the evidence collected at the scene ca
inconclusive for ignitable fluids, the fire department classified the fire as undetermined.-ybaraid

mot her a n d-mdnthad siblioghaddbeend staying with friends at the time of the fire.

Department did not conduct child protectio

father, also died in the fire. A social worker at the neighboring state hospital callBéghgment tg
request child welfare services for the mother and surviving child. While the mother initially exprd
desire for services, she later declined stating she was relying on friends for support. The De
provided her with referrals to nomunity-based agencies for grief counseling and housing. Sinc
deaths, the mother has struggled with substance abuse. She gave birth to her fourth child in Ma
while the infant did not test positive for substances at birth, the mother dichantlas indicated fg
substantial risk of physical injury/environment injurious to health and welfare by neglect. Hs
children are in the care of relatives by private agreement. Note that the boys died in different st
different manners of deathere ascribed. See Child No. 29.

Prior History  The deceased tested positive for methamphetamines at his birth. The Dep
investigated and indicated the mother for substance misuse by neglect. The infant entered fd
after the policeraidedt he parentsé apartment and found
multiple services to address substance abuse and parenting, and they cooperated with the terr
probation. In November 2012 the mother gave birth to her secondHsowas not born substand
exposed and he was allowed to remain in hi
son home and in August 2013 the court case was closed. Three months after the court case w
the hotline was callewith a report of medical neglect because the parents did not follow throu
rabies shots for the-gearold boy who had been bitten by a stray dog. The Department indicate
parents for medical neglect and ensured they followed through with th@leterseries of shots. In th
spring of 2014 the mother gave birth to hei
were <concerned about t he mot her 6s ability
investigation for an adigation of inadequate supervision which was subsequently unfounded
investigator found that the parents met the needs of their children and had continued involvem
community resources for support. Hospital staff later reported no concerns thboparents an
discharged the infant to their care.

Child No. 6 DOB 6/98 DOD 8/14 Homicide
Age at death: 16 years
Substance exposer Unknown
Cause of death Gunshot wound to the head
Perpetrator: Unknown
Reason For Review Open intact familyer vi ces case at ti me of
Action Taken: Investigatory review of records
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Narrative Sixteenyearold youth was shot and killed. Around 11:45pm he was sitting in a cal
another teen and a 3&arold man when a gunman approached the cdrstarted shooting. The 2
yearold man also died. The other teen survivggholice investigation of the murders remains unsol
but open.

Prior History | n October 2013 a hotl i ne -geartld sisterasowel]
up to schooln her pajamas and said that her dther hit her mother. The reporter said the girl

often unwashed and unkempt. The mother andfatéer admitted to one incident of domestic viole
several months earlier, and the six children in the familgsdiye to 15, denied ongoing domes
violence. An investigation of substantial risk of physical injury/environment injurious to healt
welfare by neglect was unfounded, but an intact family services case was opened to assigtdid
old mother wio was overwhelmed caring for the six children. The intact family services worker
referrals for irhome parent coaching and domestic violence services. She provided information g
preparation classes and alternative high schools for the dece&sedias not attending school. In Jy
2014 the mother reported that she and the children were going to another state for a few wee
several weeks the mother called the worker stating she was not returning to lllinois. The mother
the deceaskwas with her and doing well. After his death, she told the worker that the teen did
out of state with the family but stayed behind and lived with an aunt. She said she planned to
him later.

Child No. 7 DOB 12/97 DOD 8/14 Homicide

Age at death: 16 years
Substance exposer No/unknown
Cause of death Multiple gunshot wounds
Perpetrator: Unknown

Reason ForReview | ndi cated child protection invest
Action Taken: Investigatory review of records
Narrative Sixteenyearold boy was shot multiple times several blocks away from his home

teen was with a couple of friends who stated that two individuals approached them on foot 3
gang slogans and repeatedly shot the teen. The teen was alare pelice responded but w
pronounced dead at the hospitdl. pol i ce i nvestigation of the
Prior History In November 2013 police called the hotline to report a domestic dispute betwg
teen, his 18earold dster and their 5§earold father who had been drinking. The sister expre
anger that the father could afford alcohol when there was so little food in the home. The fathel
her up against a window and the teen intervened. The teens lived witliather and uncle; the
mother was deceased. The uncle reported the father became belligerent and aggressive whel
alcohol. The uncle, who paid the rent, said he would not permit the father to live in the hon
released from jail. When intéewed, the father denied living in the home and declined a referr
substance abuse treatment. The father was indicated for substantial risk of physical injury by
The teen was referred to a community service organization for counseling addlnrother vowed t
keep a closer eye on his siblings.

Child No. 8 DOB 10/97 DOD 9/14 Homicide
Age at death: 16 years
Substance exposer No
Cause of death Multiple gunshot wounds
Perpetrator: Unrelated adults
Reason For Review Unfoundedch | d pr ot ection investigatio
Action Taken: Investigatory review of records
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Narrative Sixteenyearold youth was shot multiple times and killed around 5:45pm while tal
to someone outside a building on the block wheréveel. The teen was on his way to return a vi
game. Two men, 20 and 21 years old, have been charged withefiyge murder and are in j
awaiting trial.

PriorHistory I n July 2010 and May 2011 the decea
attention because of his motherds ment al h
both times, with the second case closing in August 2012. In December 2013 the hotline was ca
a report of substantial risk of physical injury byuab to the 1§earold. The teen was living with h
maternal grandmother when his-#8arold mother came for a visit. She started a physical alterc
and unsuccessfully tried to get the teen psychiatrically hospitalized. The investigation was wh
because the teendés only injury was a scrat
grandmother for much of his life and she continued to be his caregiver following the incident.

Child No. 9 DOB 9/97 DOD 10/14 Homicide
Age at death: 17 years
Substance exposer No, however his mother has a history of substance abuse
Cause of death Multiple gunshot wounds
Perpetrator: Police officer charged
Reason For Review Deceased was a ward
Action Taken: Full investigation pending

Narrative: Seventeetyearold ward died from multiple gunshot wounds around 10:00pm. A p
officer has been charged with his murder. The ward was shot 16 times. He was on intensive prg
the time of his death and had recently been placed with a mateciel
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Prior History The ward was born to a 4&arold mother who herself was a ward. The teen mg
entered DCFS care at the age of 12 becauss
birth to a substaneexposed (PCP) infant, héack of participation in services, and her exteng
criminal history for drug charges. By the age of 18 the teen ward lost custody of hetyteroldl son
and his younger sister after she left the children home alone and the younger sister sutfasbee
burns which required hospitalization. The mother was indicated for inadequate supervision. 7
children were placed with several relatives and were returned to the mother in 18 months under,
of protection. A year after they were returrtedheir mother, the thenygearold boy and his sister 1¢
entered DCFS custody because of physical abuse by the mother and her boyfriend. The boy rep
he often witnessed domestic violence between his mother and her boyfriend. His father nvesiecs
The mother, then 21 years old, did not participate in services, struggled with continued drug use
not visit her children. After several failed placements, including one where the boy was sexually
the maternal greagrandmother tdothe children into her home. In first grade the boy was describ
sometimes explosive. In 2006, when the boy was nine, the-graaimother obtained subsidiz
guardianship of the children and DCFS closed its case. The boy became involved witht geyeg$
and selling drugs on the street at age 12. At the age of 13 he was arrested and referred to juve
for possession of a controlled substance. At the age of 16 he was incarcerated at the juvenile
center for violation of probatiorde was released and placed on electronic monitoring so he coul
his 79yearold greatgrandmother before she died and attend her funeral. Afterward DCFS becd
guardian and learned that he had been living with his mother prior to his detertitei\detention he
exhibited aggressive behaviors, but his behavior was uneven. At times he was respectful and i
however his poor judgment put him at risk of harm. At one court hearing he was high on PCP an
aggressive outburst in thewtroom resulting in his being taken into custody and placed in dete
He violated probation several times and cut off his ankle home monitor. His mother became inv
treatment and began family therapy with her son. The community service proe@menmende(
intensive outpatient treatment while probation recommended commitment to the Departn
Corrections or a residential treatment center. The @ppbinted advocate recommended reside
treatment. A DCFS staffing resulted in a referralato intensive specialized foster care program
dually involved (delinquent and child welfare) youth. He and his mother agreed to attend thera
uncle agreed to have the youth placed with him. Intensive probation stayed involved and the W
enwlled in an alternative school. He was suspended once but was enrolled when he died.

Child No. 10 DOB 2/14 DOD 10/14 Homicide
Age at death: 8 months
Substance exposer No
Cause of death Craniocerebral injuries due to blunt force head trauma wvhighintal burns

cocaine intoxication and multiple
Perpetrator: Mot her 6s boyfriend
Reason ForReview Pendi ng chil d protection investig

Action Taken: Full investigation, Report to Dector 2/24/15
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Narrative Eightmonthold infant was found unresponsive by his-y&hrold mother covere
with a blanket in his crib. The mother had left the baby in the care of hga28ld boyfriend while
she took her 4earold daughter to a schoblalloween party. The baby had head injuries, rib fractu
scald burns, bruises, and abrasions. Some of his injuries were old. The mother called 911. The i
pronounced dead at the hospital. The boyfriend was arrested and charged with firstnuegesg
aggravated battery and endangering a child

in prison. No criminal charges were filed against the mother. The boyfriend was indicated for d
abuse, head injuries by abuse, bone frastby abuse, burns by abuse, substance misuse by abu
cuts, bruises, welts by abuse to the baby and for substantial risk of physical injury by abuse {
yearold sibling. The mother was indicated for death by neglect, head injuries by nbgleetracturey
by neglect, burns by neglect, cuts, bruises, welts by neglect, and inadequate supervision to the
for substantial risk of physical injury by neglect to thgeérold sibling. She is in foster care and h3
goal of return home to henother.

Prior History There was a pending child protection investigation against the boyfriend for ab
the infant and against the mother for neglect of the infant and his sibling. An anonymous repo
called the hotline approximately six aks earlier alleging bruises to the infant that were later obsq
by the child protection investigator and her supervisor. The reporter alleged that the boyfrig
caused the bruises and that the mother had temporarily left him, but returned vatiildhen to live
with him. The worker and supervisor did not put a safety plan into place for the children; inst
mother was asked to take the child to the doctor the next day to have the bruises assessed. T

never took the childto be exareid, but the investigator info
did not have any concerns. There was no documented investigative activity in the case for mo
month prior to the infantods 2death. See Deat

Child No. 11 DOB 10/95 DOD 11/14 Homicide
Age at death: 19 years
Substance exposer Unknown, possibly fetal alcohol syndrome
Cause of death Multiple gunshot wounds
Perpetrator: Unrelated peer
Reason For Review Deceased was a ward
Action Taken: To beincluded in a report about ward homicide

Narrative Nineteenyearold ward was shot around 11:00pm in the parking lot behind
transitional living program. A residential advisor to the program performed CPR on the teer
waiting for emergency sends to arrive. The teen was pronounced dead at the hospital. Wit
reported seeing two males running from the scene dressed in all black. The teen had been livi
placement since May 2014. He had reportedly left an hour earlier to go to thédsiaasd who lived in
the same transitional living program has been charged with his murder and is in jail awaiting trial

PriorHistory | n Sept ember 2yedrdd mothee reftisedemailosv high ®ack into
home after he was arrested fabbery and was physically aggressive toward his grandmothen
mother was indicated for loedbut and DCFS was awarded custody of the teen. Thgedéold was
placed in a shelter until a more suitable arrangement could be made, but the teen fredti¢mey
shelter without authorization, disappearing for most of 2012. In January 2013 the Department pl
teen in a group home where he received services to address mental health concerns. While h
did well, the teen later experienced abssntom his placement, substance use and criminal beh
He was involved with juvenile probation. In 2014, at the age of 18 and to help him prep
independence, he was moved to the transitional living program. His adjustment to the new pl
appeared successful with no major events in the six months leading to his death. The ward was
and had been offered teen parenting services.
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Child No. 12 DOB 10/13 DOD 11/14 Homicide
Age at death: 13 months
Substance exposel No
Caue of death: Seizure Disorder due to Hypoxic Ischemic Encephalopathy due to suffocal
a car seat
Perpetrators Parents (delayed death)
Reason For Review Child was a ward

Action Taken: Investigatory review of records
Narrative  Thirteeamonth-old medically complex ward was found unresponsive by her foster m
in the morning. The foster mother had cared for the child for five months. No abuse or neglec
foster mother was suspected and t hhe [Beoptahr torn
parents were charged with involuntary manslaughter after she died because her death was fro

she suffered almost a year earlier while in their care.
Prior History In December 2013, when the child was two months old18gearold mother and 33
yearold father left her dressed in a snowsuit in a car seat overnight with a blanket covering |
causing a lack of oxygen to her brain. The infant sustained severe brain injury leaving her s
medically compromised. e mother and father repeatedly lied to medical professionals, policg
DCFS about what had happened. The parents were indicated for head injuries by neglect. 1
spent three months in the hospital before being discharged to foster care. Naidmerworked tq
regain guardianship of the child and the father surrendered his parental rights.

Child No. 13 DOB 1/96 DOD 12/14 Homicide
Age at death: 1 month shy of 19 years
Substance exposel Unknown
Cause of death Multiple gunshot wounds
Perpérator: Unknown
Reason For Review Deceased was a ward
Action Taken: To be included in a report about ward homicide
Narrative Eighteenyearold ward was found unresponsive at approximately 5:00am by (g
who were notified by a passerby that there s@®eone lying in an alley nearby. The officers found
ward in the alley with gunshot wounds. During a canvass of the neighborhood police learr
gunshots had been heard by several people between 1:00 and 1:30am that morning. The
pronouncd dead at the scene. A police investig
Prior History The Department took custody of the deceased in September 2012 after the hot
notified that the U.S. E mbrate the Unihed 8tatea afterahis matl
left him in a foreign country with relatives. His mother refused to allow him to return home, stati
she was afraid of her son. The-¥arold mother was indicated for the allegation of lock out. The
wasplaced in a foster home but the foster father requested his removal after only one month bg
was afraid of the teen. Over the next two years the ward was placed in both group and r¢g
placements. The teen did not consistently attend schiqmdrticipate in his mental health services.
frequently was on run from his placements and was involved with both juvenile and adult probati

Child No. 14 DOB 2/00 DOD 1/15 Homicide
Age at death: 1 month shy of 15 years
Substance exposer No/Unknown
Cause of death Gunshot wound to the head
Perpetrators Two unrelated men
Reason For Review Child was a ward
Action Taken: To be included in a report about ward homicide
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Narrative Fourteenyearold ward was shot and killed as he lefta fri@rel h o me ar ¢
The teen was on his way to his foster home to make his 8:00pm curfew. Two suspects, ages ]
years, were arrested and charged with first degree murder. They are in jail awaiting trial.

Prior History The deceased and his diwsiblings entered foster care four years earlier after
enforcement found the children and their parents living in an abandoned home. The parents refd
to a shelter and the children were taken into custody. Physical examination of the adleldralied
serious physical abuse. Over the next four years the parents made little progress with recor
services. The deceased required mental health and special education services. In April 2013 the
placed in his fifth foster home. The placemh was stable and provided the teen with structure
attachment, however, one month before the

desire to move out of state and the agency had begun looking for a new foster placement for the

Child No. 15 DOB 11/96 DOD 4/15 Homicide
Age at death: 18 years
Substance exposer Unknown, yes by report of adoptive mother
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Deceased was a ward
Action Taken: To beincluded in a report about ward homicide

Narrative Eighteenyearold ward died at a hospital less than an hour after being shot mi
times. Police responded to a call of shots fired and found the ward lying in an alley about
Witnesses reporteseeing the teen being followed while walking through an empty lot. When th
cut through the alley, the driver and a passenger in the vehicle got out of the car and executed t
close range. The teen was gangolved and police believe heigmed conflict between rival gangs |
to the teenbs murder. A police investigati g

Prior History The deceased entered foster care two months after his birth and was adopted in
his maternal greaunt who was his foster mother. In October 2014 a delinquency court judge a
guardianship ofthe 1yearol d t een to t he Department afte

adoptive parent made multiple, credible statements about wawtikil the teen. The mother wa
indicated for substantial risk of physical injury by abuse. The teen was placed in a shelter from v
was frequently reported absent. He refused other placement options and wanted to return to hig
mother who réused to accept him back into her home. In January the teen became a father buf
teen parent services. The teen was largely missing from his shelter placement in the month leag
his death.

Child No. 16 DOB 2/14 DOD 4/15 Homicide
Age atdeath: 14 months
Substance exposer No
Cause of death Multiple blunt force injuries due to child abuse
Perpetrator: Mot her 6 s boyfriend
Reason For Review Unf ounded chil d protection invest
Action Taken: Investigdory review of records
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Narrative  Fourteeamontho | d t odd |l er became unresponsi
yearold live-in boyfriend. The 24earold mother had left the child in his care around 233Wpm
when she left for work. The bbyend called her at work to tell her to come home because somg
was wrong with the child. She got home at 5:30 and found the child making choking sounds. SH
911. When emergency personnel arrived at the scene the boyfriend was holding the toddl t

| ength and the toddler was vomiting,; the bd
was distended and bruised. The police and
arrested and charged with first degreeraen. He is in jail awaiting trial. No charges were filed aga
the childdéds mother. The couple had been dat

months. The maternal grandmother had cared for the toddler for about three to fksibefee hig
death, but about five days before he died, his mother took him for a day outing and did not retur,
t he grandmot her 6 s -1/2 geareld sonTlined witm the mmagernél grandmother.
mother had also lived with the materrgdandmother until she moved in with her boyfriend. ]
boyfriend was indicated for death by abuse and cuts, bruises, welts by abuse to the dece
substanti al ri sk of physi el@Yyeardlchsporu The mdiher, whd lig
during the investigation, was indicated for death by neglect to the toddler and substantial risk of
injury/environment injurious to health and welfare by neglect to both sons. The surviving chi
taken into custody by DCFS. He is placed with miaternal grandmother who is compliant with serv
being provided to the child. There is no evidence of drug use or criminal activity in the home.

Prior History In March 2014 an anonymous reporter called the hotline to report that the mait]
her 16 and 1-¥earold siblings were abusing alcohol and drugs, operating a tattoo business, and
marijuana out of the home they Ilived in wi
two children were not being protected fronrraand that the mother had a boyfriend who may
dangerous (this boyfriend was different from the one who later killed her child). A report was ta
investigation of substantial risk of physical injury/environment injurious to health and welfaeglegt
to the motthold ma@sl5manthol d sons and to the mat
children. An investigator made several att

but no one answered the door. Each time he left mesgagcall him. The investigator went to t
neighborhood high schools looking for the teens, but they did not attend those schools. The inv
called the local police who reported they had received a call in February to check theinglbf a 2
weekold baby, but when they went to the home no one was there. The investigation was unfoy
May 2014 because the investigator could not make contact with the family.

Child No. 17 DOB 9/09 DOD 5/15 Homicide
Age at death: 5-1/2 years
Substance gosed: No
Cause of death Internal injuries sustained from multiple blunt force impacts
Perpetrator: Fat her 6s girl friend
Reason For Review Cl osed i ntact family services <ca
child protection investigation withn a year of chil dé
Action Taken: Full investigation pending
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Narrative Fiveyearol d chil d was found wunr es p o nyRdroldg
girlfriend. The girl was in the bathtub with the door closed when the paternal grarddarived at the
home to help care for the girl and herm®nthold haltbrother. An autopsy revealed that the girl v
beaten to death and that she had been chronically abused. The girlfriend was charged with fir
murder and is in jail awaitmtrial. She was indicated for death by abuse, head injuries by abuse, i
injuries by abuse, and cuts, bruises, welts by abuse to the deceased,; for cuts, bruises, welts b
t he dec e a s-gedroldsiblihgsaanddfor dubstantial risk physical injury by abuse to her 1
monthold son. The 28earold father was indicated for death by neglect, head injuries by ne|
internal injuries by neglect, and cuts, bruises, welts by neglect to the deceased; for cuts, bruises
neglect o t he de c eyearaedsiblggs;7anddan substar@ial risk of physical injury by neg
to his 18monthold son. The father left the care of his children to his girlfriend whom he knew
overwhelmed with the responsibility. He had seeninjars on hi s chil dr en
explanations for them. No criminal charges were filed against the father. The surviving three
are in foster care. The two older children are placed together with a maternal cousin. The yol
placed with his maternal grandmother. The permanency goal for all three children is to return
their father. He visits with the children regularly and is engaged in services.

Prior History The deceased and her two siblings had been living wiighr tmother until a chilg
protection investigation in April 2014 revealed that their mother had been leaving them in the
their disabled grandfather in an unsafe environment. The mother was indicated for ina
supervision, inadequate sheltendaenvironmental neglect and the children were moved to the ¢
their father and his girlfriend, who had one child of their own. The children were cared for primg
the girlfriend. An intact family services case was opened in August 2014. Whitasle was open the
were two child protection investigations for abuse. Both investigations were unfounded. Th{
family services case was closed in January 2015.

Child No. 18 DOB 2/15 DOD 5/15 Homicide
Age at death: 3 months
Substance exposer No
Cause of death Closed head injury
Perpetrator: Father
Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative Threemonthold infant taken by ambance to the hospital was pronounced dead
arrival. The 26yearold father reported that around 10:00pm he was holding the baby when his
went numb and he dropped the baby. He called thgedaBold mother who was at work. She ca
home and then dald 911. The father later admitted to shaking the baby. He was arrested three d3
the infantds death on <char ges Hefremains sntjail ara tth
criminal investigation remains open. The Department indicatedfatier for death by abuse a
indicated the mother for substantial risk of physical injury by abuse toykardld sibling because sh
l eft him in the care of the infantds fath
medication, and &d a bad temper. The sibling was taken into custody and placed in traditiona
care. The child recently moved to a relative foster home.
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Prior History In November 2014, prior to the birth of the deceased, a professional from §
counselingagency reported that a client shared that a couple she knew was tying thaiaeold child
to a chair all day to keep him from running around and then giving the toddler an antihistamine
the child to sleep through the night. The client aldd #ae stegfather would abuse the child for 1
reason. An investigator went to the home unannounced shortly after the call was made. The iny\
observed the home and completed a home safety checklist. The child was in a highchair eating
investigator arrived. The parents explained that they were keeping the child busy eating while
up their Christmas tree. They denied keeping him in a chair all day. The mother reported that
been giving the child some cold medicine the last feghts for congestion and was following t
instructions on the bottle. The investigator observed an almost full bottle of the medicine. Fh
father denied hurting the child and the investigator did not observe any signs of abuse or negle
child. The investigator noted the toddler appeared comfortable with the parents and that they ir
appropriately. The investigator also spoke
no concerns about the child or parents. The iny&sbn was unfounded.

Child No. 19 DOB 3/98 DOD 6/15 Homicide
Age at death: 17 years
Substance exposer No/unknown
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Closed intact family services case withinayedr chi | dés dea
Action Taken: Investigatory review of records

Narrative Seventeetyearold youth was found unresponsive lying on the sidewalk about
miles away from his home. The police were called around 2:00am. Paramedics found multiple
wounds to the teends chest; anot her i ndi vi
pronounced dead at the scene. The other person was taken to the hospital and listed in fair
According to police, both victims had been shoa car at a different location. The police investigat
remains unsolved but open.

Prior History I n Mar ch 2014 -yedrad nidbther &nd Isee2Pdirold Bo@riend werd
indicated for medical neglect of theiry2arold daughter. They tookheir daughter to the hospit
because she had a seizure. The mother said that the child had not had her seizure medication f
two weeks because they ran out of it. The child was first diagnosed with a seizure disorder in N
2013. In Deceroer 2013 she had a seizure after her mother stopped giving the child her me
because she thought it made her act funny. The child had not yet been seen by a neurq
recommended in November. An intact family services case was opened. The hedpesl the parent
get a neurology appointment; with their HMO insurance they could only call one day a month
appointment the next month and the appointments filled by 9:00am. The worker visited re
monitored the famid ydbi lchbep | i mena@temem tt hp Itahn
mot her . At the mothero6s request, she al so

attending his intake appointment, he declined to return. The case was closed in November 2014

Child No. 20 DOB 3/95 DOD 6/15 Homicide

Age at death: 20 years
Substance exposer No/unknown
Cause of death Homicide by unspecified means
Perpetrator: Unknown
Reason For Review Deceased was a ward
Action Taken: To be included in a report aboutmdghomicide
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Narrative Twentyyearo |l d war dbés badly burned body W
who alerted police. The youth is believed to have been beaten or choked to death and then bu
youth was identified by clothing found at the seen A police investigat
unsolved but open.

Prior History The youth entered foster care as an infant after his toddler sibling was s
physically abused. The children were placed together with a relative, who a#tar aopld no longe
care for the children. They were moved to the home of another relative who obtained su
guardianship of the children in 2002 when the deceased was seven years old. In March 20¢6ah¢
ol d boyb6s guar di zlading teignoyr stibstancepabusebahdecrmsnal bathavior an
family received adoption preservation services. The guardian petitioned the court to vag
guardianship order and the youth and hi gshwad
living in a traditional foster home at the time of his death. The youth was offered services th
private agency program designed to work with DCFS youth in the juvenile justice system; howe
teen never availed himself of the programd services available to him.

Child No. 21 DOB 2/95 DOD 6/15 Homicide
Age at death: 20 years
Substance exposer No/unknown
Cause of death Stab wound to the chest
Perpetrator: Unrelated peer
Reason For Review Deceased was a ward
Action Taken: Full investigation pending

Narrative Twenty-yearold ward was stabbed and killed while committing a crime with two p
ages 20 and 21 years. The three peers had luregy@atdld man, whom the 2¢earold had feuded
with on Facebook, into an alley abéat him. The victim pulled a knife from his boot and stabbeq
attackers before fleeing and calling police. The 20 angeat old men were charged with murg
because the ward was killed during the commission of a felony, aggravated battery. Thie mgailg
awaiting trial. No charges were filed against they&8rold who acted in selfiefense. The four pee
met at the social service agency where the ward was placed.

Prior History The deceased, along with her five siblings, entered foster atathe age of ten. TH
family had been involved with DCFS f or f{father
and neglect by their mother. Within a year of being placed in foster care the ward began a
residential placements anchental health hospitalizations. She demonstrated increasingly V|
criminal behavior that persisted until her death. In 2014 the ward was placed with an agency th
mentally ill wards who are emancipating from the Department. She frequenthyitedsstaff and
residents and was repeatedly psychiatrically hospitalized. One month prior to her death the v
transitioned to a single resident occupancy apartment because a resident at her placement o
order of protection against her.
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SUICIDE

Child No. 22 DOB 12/96 DOD 9/14 Suicide
Age at death: 17 years
Substance exposet No/unknown
Cause of death Asphyxia due to hanging
Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records

Child No. 23 DOB 5/01 DOD 11/14 Suicide
Age at death: 13 years
Substance exposet No/unknown
Cause of death Gunshot wound of the head
Reason For Review Unfounded child protection investigationtwh i n a year of
Action Taken: Investigatory review of records

Child No. 24 DOB 11/97 DOD 2/15 Suicide
Age at death: 17 years
Substance exposet No/unknown
Cause of death Asphyxia due to hanging
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Child No. 25 DOB 9/97 DOD 4/15 Suicide
Age at death: 17 years
Substance exposer No
Cause of death Asphyxia due to hanging
Reason For Review Unfounded child protection investigatn wi t hi n a year o
Action Taken: Investigatory review of records
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UNDETERMINED

Child No. 26 DOB 2/14 DOD 7/14

Age at death: 4 months
Substance exposel No
Cause of death Sudden unexpected infant death secondarydasharing with father
Reason For Review Unf ounded child protection invest
Action Taken: Investigatory review of records

Narrative Fourmonthold infant was found unresponsive by heryEarold father with whom
she was sl eeping. The coronerd6s office noti
father, who was not believed to have been under the influence of alcohol or drugs when he went
last saw the infant alive at approximately 1:30&hen he awoke less than an hour later, he disco
the child was underneath him and was unresponsive. The father awoke the paternal great gra
who was visiting the home at the time, and they rushed the infant to the hospital where
pronownced dead at 2:35am. The infant had been visiting her father at the time of her death. Thd
noted that the police were involved and that there were no visible signs of abuse or neglect to th
The coroner conducted an investigation. The Depamt did not conduct a child protection investigat
of the infantds death because no abuse or 1

Prior History Ther e were two unfounded child pro+
yearold mother. In January 201He hotline was called with an allegation of mental cruelty to the {

pregnant teen by her 3&arol d mot her . The investigation
mot herds denials of mal treat ment . T whe hotliree ywas
called with an allegation of substance mis

pain reliever not prescribed to her for pdstivery pain. The caller alleged the medication could c
harm to the infant because thenemother was breafiteding. The investigation was unfounded ba
on the infantdéds doctorodés statement that th
have harmed the infant.

Child No. 27 DOB 6/14 DOD 7/14

Age at death: 1 month
Substance exposel No
Cause of death Undetermined

Reason For Review Pendi ng child protection investig
Action Taken: Investigatory review of records
Narrative Onemonthold infant was discovered unrespire lying with her mother on a cou

around 10:00am by hery@arold brother. At 5:00am, after feeding the baby a bottle, the mothe
down on the couch with the baby. She held the baby in her right arm which was propped on
pillow. The infantwas pronounced dead at the home. At 3:00am that morning, police had respon
domestic call. The 3gearold mother was intoxicated and the-@&arold father of the infant had be¢
drinking. The parents were arguing and throwing things at each dtherdyearold boy brought the
infant to the policebds attention. The baby
baby, calmed the parents and told them to go to bed. The father placed the infant in a bassing
living room am went to sleep in the bedroom. The mother remained in the living room with tH
children. Police did not call the hotline.
The mother was indicated for death by neglect and for substaskiadf physical injury/environmer
injurious by neglect to her-gearold son. The father was indicated for substantial risk of phy
injury/environment injurious by neglect to the infant. The mother refused substance abuse treat
accepted a ferral for domestic violence services. At the close of the investigationybarld was in
the care of his father who had obtained an order of protection against the mother and was se
custody of the boy through family court.
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Prior History There was a pending child protection investigation involving this family at the tin
the infantds deat h. I n May police called t
boyfriend (the subsequ emetlysarold son. Mhe dispatch nperatsr he
the boyfriend in the background telling the boy he better lie to police and say it did not happ
mother had had an argument with the boy and he hit her. She told her boyfriend who hit the g
left a bruise on his chest. The child told the investigator what had happened. He denied the Q
had ever hit him before. The boyfriend was arrested and jailed for domestic battery. The moth
was a month away from giving birth, obtained an ordeprotection. After his release from jail ti
boyfriend went to |live with his parents. JI
and 9yearold, both of whom denied the boyfriend was living in the home. The investigator plan
open a case for intact family services to address domestic violence. The investigation was c(
after the infantdés deat h. The mother was i
injurious by neglect and the boyfriend was indicdteduts, bruises, welts by abuse.

Child No. 28 DOB 6/13 DOD 8/14
Age at death: 13 months
Substance exposel No
Cause of death Undetermined

Reason For Review Cl osed intact family services cas
Action Taken: Investigatory review of records
Narrative Thirteerrmonthold medically complex child, who was born prematurely at 25 w

gestation, was found unresponsive by hisy88rold mother at around 1:00 a.m. The mother repd
the child had been fussso she brought him into bed with her. The mother, who was signific
overweight, was sleeping in a twéized bed. The mother told hospital personnel that she must
dozed off, but later denied to a child protection investigator that she felpaSlee said that after 10
15 minutes of laying with the child she noticed he was not breathing and yelled for her mothe
911 while she began CPR. The infant was hospitalized in critical condition; he died five day
Police who responded tilne home called the hotline because the family was uncooperative a
mother was arrested for hitting a police officer while paramedics were putting the child in
ambulance. The mother was unfounded for substantial risk of physical injury/engitbimjurious to
health and welfare by neglect and for death by neglect because it could not be determined how
died.

Prior History In January 2014 a hospital social worker called the hotline to report the mothg
removing thethensimonh-ol d i nf ant 6s nasogastric feedin
not receiving enough nutrition or gaining weight. An investigation was indicated for inadequat
The mother admitted removing the tube because she felt the infant wag)feedli enough by bottle
The i nfant 6s physician, who had seen the i
enough calories by oral intake and should continue to use the nasogastric tube for feedings.
family services case waspened to monitor the motherds d
The case was closed in May 2014 with the a
longer needed the nasogastric tube and he was growing and doing well.

Child No. 29 DOB 11/12 DOD 8/14

Age at death: 20 months
Substance exposel No
Cause of death Asphyxia due to smoke inhalation
Reason Review Unf ounded child protection invest
Action Taken: Investigatoy review of records
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Narrative Threeyearold and 26month old brothers died as a result of a house fire. ThejedB
old father also died in the fire. The fire occurred at their residence at approximately 5:00pm. T
victims were transported #n area hospital where the-@®nthold boy and the father were pronound
dead. The Jearold boy was airlifted to a neighboring state hospital, where he died the next day,
on an investigation of the scene, the fire department believed that éehed# intentionally set arn
initially labeled the fire as incendiary. After lab results on the evidence collected at the scene cal
inconclusive for ignitable fluids, the fire department classified the fire as undetermined.-yéarditl
mother andt h e  b-monthdld sibling had been staying with friends at the time of the fire.
Department did not conduct child protectio
father, also died in the fire. A social worker at the neigimgostate hospital called the Departmen
request child welfare services for the mother and surviving child. While the mother initially exprd
desire for services, she later declined stating she was relying on friends for support. The De
provided her with referrals to communibased agencies for grief counseling and housing. Sinc
deaths, the mother has struggled with substance abuse. She gave birth to her fourth child in Ma
while the infant did not test positive for substanae®irth, the mother did and she was indicated
substantial risk of physical injury/environment injurious to health and welfare by neglect. Hs
children are in the care of relatives by private agreement. Note that the boys died in differenhdt
different manners of death were ascribed. See Child No. 5.

Prior History The deceasedébés family became involyv
older brother tested positive for methamphetamines when he was born in May 2011. The Dé
investigated and indicated the mother for substance misuse by neglect. The infant entered fd
after the police raided the parentsdéd apart
multiple services to address substance abnsgeparenting, and they cooperated with the terms of
probation. In November 2012 the mother gave birth to the deceased, her second son. He wag
substance x posed and he was allowed to remain
returned the first son home and in August 2013 the court case was closed. Three months after
case was closed, the hotline was called with a report of medical neglect because the parent
follow through on rabies shots for they2arold boy who had been bitten by a stray dog. 1
Department indicated both parents for medical neglect and ensured they followed through
complete series of shots. In the spring of 2014 the mother gave birth to her third child. At the tim
baby girbs bi rt h, hospital staff were concerne
Department opened an investigation for an allegation of inadequate supervision which was subq
unfounded. The investigator found that the parents neehéleds of their children and had contin
involvement with community resources for support. Hospital staff later reported no concerns a
parents and discharged the infant to their care.

Child No. 30 DOB 7/14 DOD 8/14

Age at egeath: 1 month
Substance exposel No
Cause of death Undetermined
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative Onemonthold infant was found unrespsive by her 2§earold mother lying on 4
futon with her 5yearold sibling around midnight. The mother had just returned from smoki
cigarette outside with her A&arold boyfriend. When emergency medical services responded
i nf ant 6 s edebyisesl ana phe bad blood around her mouth and the blanket and rocker

been sl eeping in. The police, coroner, and
hospital, the mother initially said she found the infant in her roslesper, but before leaving t
hospital corrected herself stating she fou
and coronerb6s investigation found no evi de

i nf ant 6 sfull bode sraysaravdaled no fractures. The coroner believed the baby died
sleeping and was likely already deceased when#yeaEold picked her up and laid down with her
the futon. Blood found on the infant (and blanket and rocker) was fromietth process. The moth
and her boyfriend were unfounded for death by neglect and the mother was unfounded for su
risk of physical injury by neglect to hep/arold daughter and-§earold son.

Prior History In November 2013 the hotinewa cal | ed wi t h a r e-pearold
daughter had a large bruise on her right thigh. The child gave conflicting accounts of how she
bruise. The mother, father, and maternal grandmother, with vianity lived, reported the childdu
run into a table while playing with cousins. The child was seen by her doctor who believed thg
was consistent with the explanation and likely an accidental bruise. Both parents were unfou
cuts, bruises, and welts by abuse.

Child No.31 DOB 9/14 DOD 10/14 Undeterminec
Age at death: 3-1/2 weeks
Substance exposel No
Cause of death Sudden unexplained infant death with-steeping with two adults an
prematurity significant conditions contributing to death
Reason For Review Open pacement case
Action Taken: Investigatory review of records

Narrative Threeanda-half-weekold infant, born prematurely at 34 weeks gestation, was f
unresponsive around 1:30am by hery22rold mother. The infant was sleeping in bed with her mo
and 18yearold father. The family called 911 and the infant was taken by ambulance to the h
where she was pronounced dead. The infant was born weighitfgg®unds. She was released from
hospital three days after her birth. On the fourth, degr mother took her to the emergency rd
because the mother had difficulty keeping the infant awake long enough to feed her. The inf
hospitalized for six days and was at home for only two weeks before her death. The police and
investigate . The Department did not conduct a ¢
because no abuse or neglect was suspected.
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Prior History The mother resided with the infant and hern2@nthold daughter in a home with h
59yearold stepfatherand two haHsiblings. Her mother died in March 2012. In December 201
intact family services case was opened aft
half-siblings by their father. In July 2013, while the intact family servicase remained open, t
family became court involved and the mother was appointed temporary guardian of her t
siblings, then ages seven and ten. In January 2014, the court ordered guardianship to the Depa
allowed the children to remain the home. The case was transferred to the foster care program.

the time the foster care case was open, t
mother. The mother was indicated in January 2014 for medical neglect after aigatiastrevealed
that her ong/earold daughter suffered a ruptured ear drum because the mother failed to treal
infection. In March 2014, she was indicated, along with herfstiéyer, for inadequate supervision 4
inadequate clothing to her thery8arold halfs i bl i ng. Foll owing the

contacted after a domestic violence incide

a formal investigation, the father was indicated for substantial risk of physica/environment
injurious by abuse; mother and her stafhner were indicated for substantial risk of phys
injury/ environment injurious by nshjrigewer removes
from her care. Her daughter was returm@der care by the court approximately one month later.
half-siblings are currently placed with another relative.

Child No. 32 DOB 5/14 DOD 10/14

Age at death: 5 months
Substance exposer No
Cause of death Sudden unexplained infadeath

Reason ForReview Cl osed intact family services cas
Action Taken: Investigatory review of records
Narrative Five-monthold infant was found unresponsive by hisy&arold father around 3:30pf

at t he padmemidhe®gearal d mot her was out r un ninamty
old sister. The father called 911. Paramedics were unable to resuscitate the infant and transport
the hospital where he was pronounced dead. The father lastes@avfatht alive an hour earlier when
laid the baby in his portable crib on his side with a bottle propped up by a blanket. At the
emergency personnel found blood on a comfor
not been in ta bedroom. The parents had a history of domestic violence and the mother had had
intact family services case closed four months earlier. Because of these circumstances, th
coroner , and DCFS investigatedontdmreribnsf ainn (
not hi ng, including trauma or a disease pr
investigation was closed with no action. The Department unfounded the parents for death by &
indicated them for substaatirisk of physical injury/environment injurious to health and welfarg
neglect because they violated a November 2013 order of protection prohibiting the father from
contact with their older child. A safety plan was initiated for that child at theme of t he
but the parents violated the safety plan and the child was placed in foster care. The paf
participating in services, including domestic violence counseling, and the child has a goal o
home.

Prior History In November 2013 an intact family services case was opened after a petition w
by the | ocal stat eds -monthold dawlyter was heglgcted lpecatse @f
fatherds drinking and domest i c protectior, maved & .withThi
maternal grandparents, and participated in domestic violence services. The court ordered that
have no contact with the child. He was not ordered to participate in any services. While the g
open the mother &ned she was pregnant with the deceased. In June 2014 the court closed
because the mother had made efforts to resolve the issues that brought the family to the attent
court. The mother declined further services from the Department.
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Child No. 33 DOB 10/14 DOD 10/14

Age at death: 11 days
Substance exposel No
Cause of death Sudden unexplained infant death with-gdeeping with adult in adult bed
significant factor
Reason For Review Unfounded child protection invesi gat i on wi t hin a Y
preventive services case within a
Action Taken: Investigatory review of records/referral to school superintendent

Narrative Elevenday-old twin infant was found unresponsive by hery2@arold mother in thg
morning. The mother had fallen asleep while breastfeeding the infant. A home health nurse, p
the home overnight to care for another child, called 911 and performed CPR until paramedics
The infant was pronounced deaida hospital across the state line. No abuse or neglect was suspé¢
the infantbés death and DCFS did not conduct

Prior History In 2009 a preventive services case was opened for three months to addresss
about the motherds ability t-gearolt who had irelergore ¢
organ transplant, used a feeding tube, and required daily medications. The case was closed
mother moved across the state line. In October 2818port of substantial risk of physid
injury/environment injurious to health and welfare by neglect against the mother and\tber8kH
father to three of her four <children was (
2013 with multple congenital issues from Trisomy 9, had been hospitalized since birth and the
was staying in a Ronald McDonald house. The family was panhandling and neither they&aeold
child attended school. The infant was nearing discharge and they féuwail no housing. Th
investigation was unfounded; although there were identified concerns, they did not rise to the
neglect. The family was receptive to services and an intact family services case was opened. T
family services case remm&d open until January 2014. While the case was open the family s¢
housing and Public Health prepared to providbdame medical assistance once the hospitalized i
was discharged. In May 2014 home health nurses expressed concerns about thievirommaent ang
DCFS investigated allegations of medical neglect and environmental neglect. Both allegatio
unf ounded. The childés physician did not k
while cluttered and having some cleanlinsssies, did not present a health risk to the child. There
ongoing concerns that the children were not in school. The parents said they wergchoatieg, but
the nurses never witnessed it and the books the mother said she used were always ia Hpots
Seventeen days after the twin infantdés de
environmental neglect report. It was unfounded. A report of medical neglect was indicated aga
mot her al most a year shé missed sdavdrad medigal apbintmedts fon
children, including the medically complex child. An intact family services case was opened in (
2015. After an initial review of this case, anspectorGeneral investigator wrote to the scho
supeririendent to advise that the kids were not in school in March 2015. In April 2015)siirector
General investigator e cei ved a response from the super
principal of the neighborhood elementary school; theguested the school district conduct
investigation; and the truancy officer would also investigate. In October 2015 the mother reportg
intact family services worker that the children were being homeschooled using online programs.

Child No. 3 DOB 9/14 DOD 12/14 Undeterminec
Age at death: 2 months
Substance exposer No
Cause of death Undetermined
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative Two-monthold infant was found unresponsive in his bassinet by higed®old father
around 9:15am. He was last seen alive at 7:00am when his father fed and burped him and plac
his back in his bassinet. In the bassinet were blanketg,antba baby book he coroner conducted 4
i nvestigati on. Al t hough the coroner noti fi
suspect abuse or neglect in the childbés de
investigation.

Prior History  There was one known prior investigation involving the family. In January 2014, p
the infantds birth, police called the hotl
father had been drinking with other fammembers while working on a plumbing problem. After he
asleep, the 29earold mother woke him and he allegedly hit her in the head with his elbow ar
call ed police. -yedr@el & owlpil leddrse 2 wvaenrde 5h o meyearold
sister, who lived in the home, reported hearing the mother yell, but did not see what happeng
bedroom. The parents were unfounded for substantial risk of physical injury to the children. Thq
refused intact family services, but théhier agreed to undergo a substance abuse assessment an(
any recommendations.

Child No. 35 DOB 6/08 DOD 12/14 Undeterminec
Age at death: 6 years
Substance exposet Unknown
Cause of death Gunshot wound to the head
Reason For Review Unfoundel chi | d protection investigat
Action Taken: Investigatory review of records

Narrative Six-yearold boy was found bleeding and unresponsive from a gunshot wound
27-yearold father who responded to hearing the gnamsThe father called 911 and emergency sery
responded, taking the child to the hospital. He was pronounced dead the following day when lifg
was removed. The afternoon of the shooting
bedroom with two cousins, ages 4 and 9. The children had climbed to the top of a closet in the |
and removed a gun from a red velvet cloth
grandmother, who claimed she did not realize thelgans among her deceasse
grandmother was indicated for death by neglect and for substantial risk of physical injury/envir
injurious to health and welfare by neglect to the six children present in her home at the timg
chhl dés deat h. She was unfounded for i nade
incident took place. The father was unfounded for death by neglect because he did not know thg
in the home.

Prior History In July 2014 the deceasedchib s mot her was shot and
while driving on an expressway. The child and his two siblings, ages 8 and 10, went to live wi
maternal grandmother because their father was incarcerated at the time. In August 2014 ranus
reporter alleged the maternal grandmot her 69
The grandmother was unfounded for substantial risk of physical injury/environment injurious to
and welfare by neglect and for environmemiablect because the children had no signs of phy
abuse and the home environment was clean. During the investigation, arguments occurred
custody of the children between the maternal grandmother, the father and the paternal aunt. T
was released from jail and took his childre
also lived. The paternal aunt became the primary caregiver. In September 2014 an anonymou
called the hotline alleging that the paternal aumgsirally abused the deceased, did not have en
food to feed the children, and lived in a dirty home. The aunt was investigated and unfounded
brui ses, welts by abuse, i nadequate food,
paternal aunt obtained guardianship of the two surviving siblings. Their father participates in thei
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Child No. 36 DOB 9/14 DOD 12/14 Undeterminec
Age at death: 2-1/2 months
Substance exposer No
Cause of death Undetermined

Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records
Narrative Two-anda-half-monthold infant was found unresponsive around 8:00pm in her cr

her 2tyearold mother and 2§earold father, both bwhom are developmentally delayed. The parg
had fed the infant and laid her down for a nap at approximately 4:00pm. They covered her with

because the home was chilly and laid an additional blanket over the top of the crib. The par
obsrved the infant breathing at approximately 7:00pm. The infant was taken to the hosy
ambulance where she was pronounced dead at 8:47pm. The coroner investigated the d
determined that the child was placed in her crib on top of a fleece blaitkea folded towel under he
head. The pathologist who conducted the ba
recent surface i njuries to the infant ds H
undetermined because neitliee sleep environment, past head trauma, nor toxicologic findings (g
medicine) could be excluded as having contributed to her death. The Department investigd
indicated the parents for death by neglect and cuts, bruises, welts by abuse t@dlsecdied/hile th
i nvestigation was pendi f/gyeardldndautyhterywa tkénsinto ctisto
when she was observed by the child protection investigator to have a bruise under her eye. Th
were indicated for cuts, bruises, Itgeby abuse to their surviving child, who is in relative foster

with her maternal grandmother.

Prior History In October 2014 the 18ay-old infant was taken to the hospital by ambulance with
father. The infant had bruising to her forehead ariwtain bleed. The father reported that the mot
who was significantly overweight, had a seizure and fell on top of the baby. The mother, wh
seizure disorder, admitted to not consistently taking her seizure medication. The mother was i
for substantial risk of physical injury/environment injurious to health and welfare by neglect to the
and t he iyeafoll sistéd becaase the mother was not following her treatment plan f
seizure disorder. An intact family services cases opened toward the end of November. An in
family services worker visited the family for the transitional visit and made two more vis
December, including the day prior to the i
to setup medical appointments for herself and early intervention services for the children. Intact
services continued until the surviving child entered foster care.

Child No. 37 DOB 9/14 DOD 1/15
Age at death: 4 months
Substance expode No
Cause of death Sudden unexplained death in infancy

Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative Fourmonthold infant was found unresponsiea her stomach in her crib by her-3

yearold father around 7:45pm. The maternal grandmother called 911 and the infant was transp
ambul ance to the hospital wher eyeasoldenothveahad lgidrth
baby for a napraund 5:30pm on her stomach on top of a soft, thick blanket. The coroner condu

i nvestigation and the infantés autopsy rep
risk for suffocation which could not be ruled out after a corepaitopsy. No abuse or neglect v
suspected in the infantds death and t he Denq
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Prior History In December 2013 an anonymous reporter called the hotline to report that the
used drugs and diinot dress their Xinonthold baby appropriately for the winter weather. The ¢4
further alleged that the father had recently been arrested for a domestic dispute. An investigd
initiated against both parents for allegations of inadequate miptnd substantial risk of physid
injury/environment injurious to health and welfare by neglect to the baby. The allegationg
unfounded due to insufficient evidence. The investigator observed adequate clothing for the ch
parents had recentlyoved in with the maternal grandmother following a domestic dispute while
with the fatherds grandmother. The materna
for the i nfant, and the mat er n adre oftmednfamt. mo t h 6

Child No. 38 DOB 11/14 DOD 1/15

Age at death: 7 weeks
Substance exposel No
Cause of death Undetermined, cannot exclude the possibility that an unsafe sleep envirg
and/or asphyxia contributed to death
Reasorfor Review: Pending child protection investigation and split custody (siblings in foster c
Action Taken: Investigatory review of records

Narrative Sevenweekold infant was found unresponsive by hery&hrold mother around noof
The infanthadbee s| eepi ng face down on her mothero
transported to the hospital where she was pronounced dead. The mother had fed the infar
3:30am and laid the infant face down on her chest. The infant awoke atr6a3@ the mother fed h
again and laid her back face down on her chest. The mother awoke at 9:00am and the baby w
her chest and the mother went back to sl egé
There was a crib in the homBCFS indicated the mother for death by neglect because she fa
exercise safe sleep practices.

Prior History The mother was a ward of DCFS for twelve years, from the ages of five to 17. SH
birth to her first child at age 16 and received tparent services. In 2012 when she was 18 years ol
gave birth to her second chil d. That chil g
chil ddés Dbirth. The mother became involved
called the hotline after responding to a domestic disturbance at the residence mother share
brother and her f at h eyearolddaughtee alond, locked th a bedreom nv
the mother was at work. Drugs and drug paraphemaie also found in the bedroom. The mother
indicated for substantial risk of physical injury/environment injurious to health and welfare by n
substance misuse, cuts, welts, and bruises by abuse, and tying/close confinemenytahald3The
grandfather and uncle were also indicated. Protective custody was taken of the little girl ang
monthol d baby brother. They were placed in r
but later moved to the relative foster home of tlmeaternal grandmother. Mother engaged in sery
sporadically and stopped altogether in December 2013. In December 2014, the worker called th
after learning that the mother had given birth to a baby girl. A report was taken for investigs
substantial risk of physical injury/environment injurious to health and welfare by neglect beca
mother had not completed any services regarding the two children in care. The investigat
pending at the ti me of tdwere madetb lacate thesmotther and laby.
maternal grandmother denied having contact information for the mother and the baby was no
prior to her death. After the babybs death
children were removed from their maternal grandmother, who was investigated and indica
inadequate supervision after DCFS learned she had been leaving the children in the care of theg
unsupervised. The girl is in a traditional foster home. The bdyack with his paternal grandmoth
Both children have permanency goals of guardianship.
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Child No. 39 DOB 7/14 DOD 2/15

Age at death: 7 months
Substance exposer No
Cause of death Sudden unexplained death in infancy
Reason ForRéew: Open extended family support serv
Action Taken: Investigatory review of records

Narrative Seveamonthold infant was found unresponsive asleep on the couch on his st
around 2:30am by his maternal grandmabher-yeadold boyfriend. The 4&earold grandmother wal
at work at the time. The infant was |living

a24yearol d i ndividual who was renting a r 0o0nDn
swaddled the infant in a blanket because he was fussy and laid him on his stomach on the cg
infant, who was born prematurely at 26 weeks gestation, was pronounced dead at the hosf
police and coroner investigated. The coroner notified DCFSkhfe i nf ant 6s dea

neglect was suspected. DCFS did not conduct

Prior History Two mont hs prior to the infantdos de
seeking informton on how to gain guardianship of the infant because higaBold mother had lef

t wo weeks prior and hadnét returned. The i
release from the hospital following his premature birth. The motkerli@ed there much of the tim
The grandmot herdéds information was taken f of

to the field office. The referral was assigned to a worker almost a month later and the worker ha
reached out tahe family when the infant died. The Department offered the grandmother
counseling following the infantés death. TH
the area was operating with supervisory vacancies and the field iegsteéd to assist with resident
placement problems. He further explained that when workers prioritize their cases, child welfarg
referrals, which he estimated average six to nine per worker per month, get put on the bac
because they are o t included in workers6 assignment
issues.

Child No. 40 DOB 6/14 DOD 3/15

Age at death: 8 months
Substance exposel No
Cause of death Asphyxia due to unsafe sleeping position
Reason For Bview: Child of a ward; unfounded child protection investigation
Action Taken: Investigatory review of records

Narrative Eightmonthold infant was found unresponsive by heryEarold mother who is 4
ward. The mother had returned to her foster hofie work and around 5:00pm laid down on her
to rest. She laid the baby on her chest. The mother fell asleep and awoke approximately an f
when a foster sister asked where the baby was. The infant was discovered between the bed &
laying f ace down on a 30 gallon plastic garba
attempts to resuscitate the infant were unsuccessful. The baby was current with febwehecks
and immunizations. A child protection death investmatvas conducted against the teen mother.
was indicated for death by neglect because she slept with the baby on an adult bed.
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Prior History The teen mother and her four sibling
were terminated in@9. The teen and her younger sister had resided in the foster home for the p
year s. The teen had graduated from high sc
was attending community college and she was employedtipat While pregnant the teen h{
received prenatal care. She was engaged in services through the Teen Parent Services Netwo
including: weekly individual therapy, parenting support and training, and doula services. In De
2014 a social services workealled the hotline to report the themtnthold infant had a small, linea
mark on her arm. The mother, her foster mother, and her foster sister were investigated and u
for cuts, bruises, welts by abuse. The infant was evaluated by a hospitdiigiad who reported th
baby showed no signs of abuse and she had no safety concerns for the baby.

Child No. 41 DOB 10/13 DOD 4/15 Undeterminec
Age at death: 18 months
Substance exposel No
Cause of death Undetermined
Reason For Review Open i a ct family services case at

protection investigation at ti me
Action Taken: Full investigation pending
Narrative Eighteemmonthold toddler was discovered by his-g8arold father and 4¥earold

mother deceased, trapped under an overturned dresser around 4:00pm. The parents reported th
their 2 and 3yearold boys and 18nonthold twins down for naps in their rooms around 1:00pm
then went to take naps themselves. The dad put a movier dhe older boys. The deceased ha
hi story of <c¢limbing out of his <c¢crib. 't i s
room and one or more of the boys climbed onto the drawers of the dresser tipping it over.

Prior History The family came to the attention of the Department in May 2014 following a don
dispute involving the parents drinking. The father entered a rehabilitation program and the inves
was unfounded. In September 2014 one of the children got thrcuajbyagate and fell down four stai
An investigation was unfounded. Later that month the hotline was called again when the oldd
was discovered walking down the street unsupervised. His father was at home intoxicated,
relapsed. An investigmin was indicated for inadequate supervision against the father and an
family services case was opened. The father was referred for substance abuse treatment, t
engaged in counseling services, developmental screening appointments weferriaehildren, ang
the intact family services worker encouraged the mother to enroll the two oldest boys in daycar
the intact family services case was open, between January and March 2015, the police were cal
once for a domestic batteand once for the father being found passed out outside the family hon
investigation was indicated against the father for substantial risk of physical injury/envird
injurious to health and welfare by neglect and the father reengaged in tredtmeautly April police
called the hotline after responding to an argument between the parents while the father was df
father was arrested on a warrant for domestic battery. Child protection workers made at le:
attempts to see the familylato me during the fifteen days baé
no one was home. Whil e the three surviving
chil dés death, the court r et ur ne dentdred éoster tae fiv
days later following an altercation between the parents when the father was intoxicated and the
alcohol abuse and domestic violence continued. The children have a permanency goal of return
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Child No. 42 DOB 4/15 DOD 5/15 Undetermined
Age at death: 5 weeks
Substance exposer Unknown, mother used alcohol during pregnancy
Cause of death Undetermined

Reason For Review Cl osed intact family services cas
Action Taken: Full investgation pending
Narrative Five-weekold infant was found around 9:00am by hery@arold mother and 3%year

old father shaking in her car seat struggling to breathe. She was warm and they took her ten
which was 106.3 degrees Fahrenheit. The parealled 911 and placed cool, wet towels on the in
When paramedics arrived the infant was no longer breathing. She was pronounced dead at the
The father reported feeding the infant at 11:00pm and placing her to sleep in her car seathn e
coroner and DCFS conducted investigations. The infant was believed to have had a febrile
(associated with fever), but it was not be
parents for death by neglect, but indicatednthfor substantial risk of physical injury/environmg
injurious to health and welfare by neglect to the surviving children.

PriorHistory The deceased6és mother has been invol
neglect of her children. An iatt family case was opened from April 2014 until February 2015.
deceased was the motherds seventh child. THh
father of the deceased and the two youngest surviving children, reported the statbgled with
alcohol abuse during her pregnancy with the deceased. The children, ages 18 months to 16 yea
foster care following the infantds death. ]
have been psychiatrically hotglized since entering care. The children have permanency goals of
home although the mother has expressed that she does not want her three older children returng

Child No. 43 DOB 5/15 DOD 5/15

Age at death: 1 hour, 22 minwgs
Substance exposei Yes, opiates
Cause of death Acute chorioamnionitis with bilateral multicystic renal dysplasia and o
exposure contributing factors
Reason ForReview Cl osed extended family support se
Action Taken: Investigatory review of records

Narrative Newborn, who was born prematurely at 27 weeks gestation, died one hour

minutes after birth. The baby had been exposed to a bacterial infection in utero and had multiple
her kidreys. The 26/earold mother tested positive for opiates, but she denied drug use and ref
cooperate with the coronerb6s investigation|
not sought prenatal care until her 20th week of pregnaAt that time the doctor found fet
abnormalities and referred the mother to the hospital, but the mother did not go for two days. Th
said she attempted to get an abortion but it was tooHatehese reasons the mother was indicateq
deah by neglect. The mother was not provided with services because she has no children in her

Prior History The baby was the motherés fifth chil
had at least one indicated report for giving birtrateubstancexposed infant in July 2009. An intg
family services case was open for fourteen months. The parents were minimally cooperative
children were safe and linked with Early Intervention, school services, and comibasds)
servicesThefour children, ages 10, 8, 6 and 5 years, are in the care of their paternal grandpare
children had been living with their grandparents-fufie since April 2014. In July 2014 the grandfat
contacted the Department for assistance with gettiagdipnship. An extended family support progr
case was opened and the grandparents received guardianship in August 2014.
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Child No. 44 DOB 2/15 DOD 5/15
Age at death: 3-1/2 months
Substance exposel No
Cause of death Undetermined
Reason For Review: | ndi cated child protection invest
Action Taken: Full investigation pending

Narrative Threeanda-half-monthold baby died in the hospital after being hospitalized for|
days. The 33%earold motherreported that the infant, her fourth child, had been vomiting since
and she had taken the infant to her pediat

the baby for xays and blood tests which her pediatrician said were nornfdde baby showe
improvement for a couple of days, but then the baby started vomiting more frequently, began
more, and then appeared in pain, so the mother took the baby to the hospital emergency roof
baby was tr ansf &aspita dhere she was didgnosed wiih hildteral cerebral e
(brain swelling), bilateral retinal hemorrhaging, and bucket handle factures of the left tibig
hospitalist caring for the baby believed she was a victim of shaken baby syndrome (aka hbad

trauma) . The police, coroner , and DCFS inv
the infantdés death noted that after fAa com
examination of the body, histology, ioxc ol ogy, and radi ol ogyo

determined. He wrot e: AThe f i n ddpticgeve lmemorrbager ce

be seen in the swalled shaken baby syndrome. However, these findings arspamific and can b
seen with natural disease processes, as well. Possible extremity fractures were noted in thé
records. However, no fractures were seen by the forensic radiologist, or during extensive his
sampling of the extr ewmipérpeteasrwianindigated fertdeath hy.alduse.
parents were unfounded for death by abuse and for head injuries by abuse, but they were ind
substantial risk of physical injury/environment injurious to health and welfare by neglect toahe i
9 and 16yearold siblings. The rationale for the findings was based on the opinion of the hg
doctor, not on the findings at autopdpspector Generataff obtained a second opinion from a forer

pathologist who agreed with the autopsyhpatl ogi st 6s concl usi ons. 1
foster care at the time of the babyds hospi
Prior History The familyds prior involvement with

In October 204, thehotlinewas called witha e por t t h at -yearbl@ boyfriendthreateibed
the father of the deceased infamd it was alleged that the boyfriend had pinched fftemonthold6

ear. The boyfriend was unfounded for cuts, bruises, weltbbge and the mother and boyfriend w
unfounded for substantial risk of physical injury/environment injurious to health and welfare by
to the baby and her siblings. The mother reported that the child had nodded off in her walker an

earm the plastic rim. The investigator i nt
reporterf ai | ed to respond to the investi gat epodes
and a hospital nurse called the hotline to report bsuen the then Bontho | d c hi | d @

bruise on her thigh. Family members and a babysitter described seeing the toddler with frequent
that the mother attributed to falls and learning to walk. She also described placing the toddl
unsecured chair while the toddler was being fed and the toddler falling out of the chair while rg
for food. The mothero6és boyfriend was i nter
denied being al one wi t h cHildres deoiédiabusertcetmemselilel @ se
their younger sibling abused. The mother was indicated for cuts, bruises, welts, by neglect
i nadequate supervision. The mother6s boyfri
themoncl usi on of the investigation the toddl
custody of the toddler. The mother received supervised visitation.
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Child No. 45 DOB 4/15 DOD 6/15
Age at death: 7 weeks
Substance exposel No
Cause of death Undetermined

Reason ForReview Pendi ng child protection investig
Action Taken: Investigatory review of records

Narrative Sevenweekold infant was discovered breathing shallowly around 9:00am ircdri

seatby his33earol d mot her. The mother and her son

were staying at an auntdés home. The baby s

him. She last saw him alive and well aroun@0&m when she fed him a bottle. The family called
and the aunt performed CPR until the ambulance arrived. The baby was dead on arrival at the h
child protection investigation of the i nther
the infant died from natural causes such as an electrical disturbance of the heart or whether he
positional asphyxia due to sleeping in an upright position in a car seat, as both circumstance
result in finegatived autopsi es.

PriorHistory The deceased was his motherdés eight
case open because of neglect from January
there was a pending child protection investigation forswuttial risk of physical injury/environme
injurious to health and welfare by neglect against the mother and 4waB6ld father of the newborn
Police called the hotline. The mother and father had broken up but she allowed him to come ov4
ard they got into an argument. The father was drunk and choked the mother and bit her on the
father left before the police arrived. The children were in their rooms during the incident. Af
infantds deat h, bot h pnéial resindf ghysieat injuery/emvinodnient anjuret
to health and welfare, and an intact family services case was opened.

Child No. 46 DOB 5/15 DOD 6/15 Undetermined
Age at death: 1 month
Substance exposer Yes, opiates (methadone)
Cause of death Undetermined
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative Onemonthold infant, who was born prematurely at 34 weeks gestation, was
unresponsive around 5:00am by hisy&arold foster grandmother.HE infant had been sleeping in
upstairs bedroom in a quesized bed with his Hearold foster sister while the grandmother W
downstairs playing cards with the grandmot
children for a couple ofai/s while the foster parents were out of state. The foster grandmother h
seen the infant alive around 3:00am when she checked on him. There was a bassinet in the K
grandmother reported that the infant was sleeping with the teen and thengtiaeidhad been checkir
on him throughout the night because her dig
breathing because of his prematurity. A child protection death by neglect investigation is
against both the foster sisterdafoster grandmother.
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Prior History In February 2013 the then 3@arold mother gave birth to her second child. He
born substance exposed and the mother was indicated for substance misuse by neglect and
risk of physical injury by negt#. An intact family services case was opened, but the mother d
follow through on services and her two children were placed in relative foster care. In October 2
ol der child was released to his f wdsladoptdddDy th
foster parents of the deceased child. When the deceased was born, his mother was engaged ir
and participating in a methadone maintenance program. However, the infant entered foster carg
the mother had been found unfiitkin the past year and still had a number of services to complets
mother was unfounded for substance misuse by neglect but was indicated for substantial risk of
injury/environment injurious to health and welfare by neglect. The infant vaasglin the same relati
foster home as his sibling.

ACCIDENT

Child No. 47 DOB 2/14 DOD 7/14 Accident
Age at death: 4-1/2 months
Substance exposel No
Cause of death Asphyxia due to csleeping
Reason For Review Unfounded child protecton i nvesti gation withi
Action Taken: Investigatory review of records

Narrative  Fouranda-half-monthold infant was found unresponsive around 8:00am by thgea®
old daughter of his 39earold godmother/caregiver. The tedad been sleeping with the infant i
full-sized bed. The infant was placed to sleep around 10:30pm on his back on the bed without
or toys around him. The teen joined him about an hour later on the other side of the bed. When
found theinfant unresponsive he was face up in the middle of the bed. The teen reported she wsa

sl eeper and would have known if she rolled
25-yearold mother left him in the care of his godmothecause the mother had become homeless
was | iving out of h eearold daughterdmeee lefnwith &netihed carregbrer

her 3yearold son was in the care of his father. The coroner conducted an investigation. The De
invedigated and indicated the mother for death by neglect because she left the infant in the ¢4
godmother and had not provided her with a crib or bassinette. The Department later withdi
unfounded the finding after the mother filed an appeal. ®@# not investigate the godmother or
daughter for the infantds deat h.

Prior History: Si x mont hs earlier the godmother ca
was filthy and there was no food for the children. However, when the miutdction investigator sa
the home (after several unsuccessful attempts) it was clean and there was adequate food for th
The mother was 39 weeks pregnant with the deceased and she had a bassinette in the home
head startteachernborhe chi |l drenés pediatrician had cd
were current with their immunizations and weliild visits. The investigation was unfounded.

Child No. 48 DOB 6/14 DOD 7/14 Accident
Age at death: 2 weeks
Substance exposec No
Cause of death Pulmonary edema and congestion due to asphyxial event due to parental ¢
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative Two-weekold infant was found unresponsive around 5:45am by hiseaRold
mother. The mother woke up and discovered the infant underneathyea®! d f at her

ful-si zed bed. The coupl eld2sandt3pears, vete Isleeping @atithe foot ofd
bed. There was a bassinette next to the bed and the mother reported normally putting the bah
the bassinette after feeding him. After a middle of the night feeding, however, the baby fell asleg
arms ad she fell asleep too. The coroner conducted an investigation and believed the father
know the baby was in the bed and accidentally rolled over onto him while sleeping. Law enfor
responded to the par ent s darépbrtiof eenardninental metjlect baded

the <condition of the familyods home. The
Depart ment did not i nvestigate the chil dosj
suspected abuseorgdé ect i n the infantbs deat h.

Prior History The family was involved in a February 2014 child protection investigation. The p
and their two children were living in the home of a friend who had an open intact family service
After a visit to tle home, the caseworker called the hotline with a report of environmental neg
both families to their respective children. While the investigation was pending the family moved
the home. The mother reported that she was unable to keep thelbambearause of the other reside
and the caseworker confirmed that she had tried. The investigation was unfounded.

Child No. 49 DOB 6/14 DOD 7/14 Accident
Age at death: 3 weeks
Substance exposel No
Cause of death Asphyxial death due too-sleeping with adults

Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative Threeweekold infant was found unresponsive around 8:30am by hiye26old

mother. The infant had been sleeping in an adult bed between his mother angéas@d father ang
was last seen alive by his mother around 3:00am when she fed him. The parents admitted to
alcohol the previous night while playing cards with fdenPolice believed the father rolled over
baby based on interviews that the father was intoxicated. The mother reported she was advig
hospital after giving birth that she should not sleep with the baby and the baby normally slept in
bed. Both parents were indicated for death by neglect.

Prior History Two weeks before the infantés birth,
physi cal i njury to-nmoftho | Mo tstoenr sy rt e mnreatiehdé the
unborn infant. The father, who was intoxicated, had entered the home uninvited and refused
when the mother, roommate, and child returned home. The roommate called police wh
responding found the boyfriend hiding in a closet. Thidd protection investigation was unfound
because the boyfriend was not an eligible perpetrator as he was not a household member (he d
in the home) nor was he in a caretaker role for the child.

Child No. 50 DOB 12/12 DOD 7/14 Accident
Age at death: 19 months
Substance exposei No, however, mother has a history of opiate abuse
Cause of death Acute morphine toxicity
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative Nineteeamonthold toddler was found unresponsive in her crib around 7:00am b
30yearol d f at her . Laboratory results from the
system. T h eyeatold calherewho fsad é@8History of substance abuse, admitted to reld
from her opiate addiction recovery and buying some morphine pills days earlier. The evening be

toddl er6s deat h, t he mot her | ost | was about 6 inzHe
away from the toddlerés pack oO6n play crib.
piece not to matter. She did not tell any

relapsed. It is believed the toddfeund the partial pill and swallowed it. The mother was convicte
child endangerment and is serving a fgaar prison sentence with a parole date of May 2016. Sh:g
indicated for death by neglect. The father was unfounded for death by neglent.oTheh eyearad

son is in the temporary guardianship of th

of his maternal grandparents with whom he has lived for many years.

Prior History In August 2013 an anonymous reporter callegl libtline stating that the child, then
months old, had chemical burns to her leg. A report was taken for investigation of burns by
against the mother. The assigned child protection investigator saw what appeared to be small 1
andblisteron t he babyés thigh near the seam of |
chemical reaction from a particular brand of diapers that they stopped using. The baby was ses
nurse practitioner who said there was no way to tell wieairjliries were or how they were caused,
they were possibly from a burn or from fingernail scratches. It was noted in the investigation

mother had a history of drug use, but was in recovery. The mother was unfounded for burns by 1

Child No. 51 DOB 9/06 DOD 7/14 Accident
Age at death: 7-1/2 years
Substance exposel No
Cause of death Multiple blunt injuries due to a bicycle and automobile collision

Reason For Review Unfounded child protection investigation withinayeaf c¢c hi | d 6 s
Action Taken: Investigatory review of records
Narrative Sevenranda-half-yearold boy was struck and injured by an automobile. He died if

hospital two days later. The boy and hi&¢/2yearold sister had ridden their bikes to aefm d 6 s
approximately a block and a half away from their home. When it was time to go home, the boy
on his bike, rode right into the road and was hit by the car. The accident happened in a small co
with little traffic. The driver of theautomobile was not impaired and was driving the county road 4
l'imit of 35 miles per hour. A child protect

Prior History | n December 2013 the chil dr en b sthebSyear
old girl told him her father got upset with her and choked her and threw her up against a wall.
was taken for investigation of substanti al
that their father got upset witheir sister and grabbed her by the hood of her sweatshirt and pulled
she fell against the wall. Her older brother said his sister had been acting bad and mean b
incident. The father similarly described what happened. The girl, who dithmetany injuries, said th
her dad apologized, that he was normally nice, and that things had returned to normal. The invg
was unfounded.

Child No. 52 DOB 5/14 DOD 8/14 Accident

Age at death: 2-1/2 months
Substance exposel No
Cause of death: Overlay while cesleeping with an adult in an adult bed
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative Two-anda-half-monthold infant wasfound unresponsive around 4:30am by her
yearold maternal grandmother with whom she had been sleeping in an adult bed. The infant

seen alive by her grandmother around 11:00
the infantnormally slept with her mother or grandmother. No abuse or neglect was suspected
Department did not conduct a child protecti

PriorHistory | n t he month pri or tyearoldimethen ad tha grandrsthg
were investigated for environmental neglect. An anonymous caller to the hotline reported that t
the infant was living in was infested with ants and cockroaches and smelled like a rotting animal;
mother was neglectful. Amvestigator went to the home which he observed to be clean. He d
observe any bugs or detect any foul odor. The baby appeared happy andreglfor. The mothe
believed the report to be false, made by two individuals who accused her of hackingartb their
Facebook accounts. The mother reported the

but said she did not use it because the baby screamed all night if placed in it. The investigator
t he mot her wi kyhcribaandrugfoundeddhe kvesiigatiop.

Child No. 53 DOB 12/92 DOD 9/14 Accident
Age at death: 21 years
Substance expose Unknown, mother has history of substance abuse
Cause of death Poly substance toxicity
Reason For Review Deceasedwasaawr d wi t hin a year of ward?é
Action Taken: Investigatory review of records

Narrative Twentyoneyearold youth was found deceased in the bedroom of her home. At ay
routine toxicological tests showed Benzoylecgonine (cocaine metaboli@)ireed with therapeuti
levels of Morphine (pain medication), Alprazolam (eantixiety medication) and Norfluoxetine (an
depressant metabolite) in the youthés bl oogd

Prior History: In June 2010 the Department was granted temporary custody of-ffemddld youth.
Her mother was addicted to illicit substances and unable to adequately parent the youth. In Aug
the youth and her ongearold son moved into a transitional living program apartment for teen pa
The youth remained in transitial living apartments until she emancipated at age 21 in December
In October 2011 she completed her GED. She enrolled in community college, but dropped
August 2012 agency personnel servicing her case tried to engage her in drug treatmeatriftg she
was addicted to substances. The youth entered drug treatment six times but did not com
programs. In February 2013 the youth was indicated for inadequate supervision and substanti
physical injury/environment injurious to aiéh and welfare by neglect to herl®-yearold son. In
November 2013 the youth entered into an informal arrangement with her biological mother to
her son because of concern that he would become a ward of the state. Staff recommended the
an alternate care provider for her son be
servicing the wardo6s case tried to screen
child was not in her care and was living in d@stcounty of the state. A caseworker visited the mat¢
grandmother's home to check on the child and brought the youth there to visit her son. The graf
enrolled the child in services. In July 2014 an investigation was initiated against the ai
grandmother when police called the hotline to report the grandmother threatened the mothe
butter knife when she came to take the child back. While the investigation was pending the ¢
placed in a safety plan and the mother died. The gnatiter was indicated for substantial risk
physical injury/environment injurious to health and welfare by neglect to the child. She w3
indicated for inadequate supervision because of her long history of heroin abuse and bec
admitted to relpsing in April 2014 while she was caring for her grandson. The child was take
custody; he is placed with a maternal aunt with a goal of adoption.
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Child No. 54 DOB 6/14 DOD 10/14 Accident
Age at death: 3 months
Substance exposer No
Caue of death: Asphyxia due to prone sleeping position with adult soft pillow and soft bedg
Reason For Review Cl osed intact family services cas
Action Taken: Investigatory review of records

Narrative Threemonthold infant was found unresponsive by hisydarold mother when she awol
in the morning. The previous evening the mother gave the infant a bottle of formula con
approximately .5mg of melatonin to aid his sleep. At 8:30pm the mother placed the mfastback in
his crib and covered him with a blanket. An adult pillow was also present in the crib. The mot}
awakened by the infant at 3:00am and she attempted to feed him but he refused a bottle. Th
returned to bed, awakening at 7:30am itwl fthe infant rolled onto his side against the crib rail
unresponsi ve. Police and hospital staff no
the hotline expressing concern that the mother allegedly gave the children pillsheirasteep. A child
protection investigation was opened. The investigator learned the mother had been informed b
and a previously assigned intact family services worker about safe sleep practices. The
determined that the infant died cfpdoyxia as a consequence of prone sleeping in a crib with an
pillow and soft bedding at his face. The mother was indicated for death by neglect and given 4
forcommunityb ased s er vi c e gearoll bogfriemiamndibielogiat fatikd the oldest a
well as the deceased child was not indicated. Although the boyfriend resided with the mother h
work when the baby died. The deceasedbs tw
the paternal grandmother and Ibigical father of the 4yearold. The mother has had this inforn
arrangement since both children were infants. The mother and biological father efaheoR visit

with the children at t he grandmot her 6tsweekend
visits. On the evening pri or -yeaooldtchild stayesl averhig
whil e her younger sister remained at home.

two weeks with the §earold living with her paternal grandmother and thgehrold remaining in thd
care of her father and paternal grandmother. The children remained in these homes when the s
was terminated.
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Prior History: In January 2013 a physician called the hotline retingeshild welfare services for th
mother and her tinonthold baby. The physician was concerned that the family was homeled
mother was using drugs and leaving the baby with various caregivers; and the infant was not u
on her immunizationsAt the time of the call the mother was pregnant with her second child wh
due in May 2013. The assigned worker found that the mother and infant lived primarily with the
grandparents and the grandmother cared for the infant when neededofhiee axlmitted to occasion
marijuana use, but not while caring for the infant. The mother denied other substance use and
that the childbés I mmunizations were up to

provided her with appriate housing referrals. The grandparents assured the worker that the
and her children were welcome to stay with them as long as needed. The case was closed g
| ater based on the worker 6s as s e senmppmokimately ai
months later, law enforcement contacted the hotline after the mother was in a car accident, hi
breaking two utility poles and landing in a ditch. They2@rold mother had been driving whi
intoxicated. Witnesses reportdaat a male passenger left the scene with a young child before
arrived. A child protection investigation was initiated and the mother was indicated for inad
supervision and substantial risk of physical injury/environment injurious to healthwalfidre by
neglect. An intact family services case was opened. During the course of services over eight md
worker conducted regular visits; the mother was referred for outpatient substance abuse treat
mental health counseling; and proteetdaycare services were arranged so that the mother could
services. Random toxicology screens completed in February and March were negative for all su
but her last drug screen came back from the lab with invalid results. In early Sptihgh2 mother wal
discharged unsatisfactorily from both counseling and substance abuse services for lack of att
The mother informed her worker that she had reunited with the father of her oldest child and intg
move to another city. The wagk suspected that the mother was pregnant but the mother denied
worker visited the motherdéds new home in th
included a discussion of safe sleep practices. The mother requested that her dasedoand thg
worker determined that the mother was meeting minimum parenting standards. The case w4
three months prior to the birth of the deceased.

Child No. 55 DOB 12/96 DOD 10/14 Accident
Age at death: 17 years
Substance exposer Unknown, mother has a history of substance abuse
Cause of death Multiple injuries due to automobile striking fixed object
Reason For Review Deceased was a ward
Action Taken: Investigatory review of records

Narrative  Seventeefgearold ward diedin a motor vehicle collision. The ward was driving a stq
vehicle. Police tried to pull him over and the ward refused to stop. According to coroner a
department reports, the ward was driving and being chased at speeds up to 60mph until himiras
fence and light post. The youth was not wearing a seat belt. When emergency services arr
youthoés | egs were pinned underneath the da
and no pulse. He was pronounced dead shortly aftafing at the hospital. The passenger in the
also a DCFS ward, survived the crash.

CHILD DEATH REPORT 81



Prior History: As a boy the youth lived with his father and stapther, but in 2008 the father mov
out of state with a girlfriend and left the youth behidd paternal aunt took the youth in, but
exhibited behavioral problems that led her to call DCFS to provide for him. The Department fo
mother and he went to live with her. The Department provided intact family services. In 2011 th
wasremeed from his motherds care because she
treatment and he was acting out and getting suspended from school. The youth then entered
failed foster and residential placements and criminal beha&iothe time of his death the youth w
placed at a residential facility but had been absent without permission since the afternoon bq
accident. He wished to be emancipated when he turned 18.

Child No. 56 DOB 4/14 DOD 10/14 Accident
Age at death: 5-1/2 months
Substance exposel No
Cause of death Asphyxiation due to drowning

Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative Five-anda-half-monthold infant was found floating face down in the bathtub by

48-yearold grandmother. The grandmother, who babysat the infant andymar8ld sister while thei
mother worked, had put the children in the bathtub together, with the infaftaby bath seat. She th
left the bathroom to take a phone call and did not return to the bathroom until she sayeahel@ in
the hallway calling for her, 25 minutes later. The grandmother was found guilty of child endang
She received 30 nmbhs of probation. She was indicated for death by neglect to the infant and sub
risk of physical injurytothe-earol d chi | d. The childrendés p4g
of physical injury because of ongoing domestic violence.CTmeu nt y st at eds att
pursue a juvenile court case, suggesting that DCFS should give the family an opportunity to pg
in services. The Department opened an intact family services case, which was subsequently cld
morths later as services were completed.

Prior History Ther e were three prior investigation
the 5yearold child told his teacher he burned his arm after bumping into a curling iron. Foll

investiga i o n including talking to the chil dés
burns by neglect. I n October 20 1-%earpldh and deceash
infant) was indicated for substantial risk of physical injurytiie then 6yearold boy following a
physi cal altercation in which the motheros

reported breaking up with her boyfriend following the incident and she was referred to corrinaseid
services. The thir investigation, which was unfounded, took place in April 2014 when earold
boy reported having been hit by his father, whom he had not seen in several months. The boy W

with his father i n anot her ath. d8he ®epartiment contactdd if
boybés father, school , and the stateds chil d
Child No. 57 DOB 11/00 DOD 11/14 Accident

Age at death: Just shy of 14 years
Substance exposer No
Cause of death Multiple blunt force injuries due to bicyclist struck by pigk truck
Reason For Review Child was a ward placed in the custody of his mother
Action Taken: Investigatory review of records
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Narrative Thirteeranda-half-yearold boy was killed by @ar as he rode his bike across a busy s
around 5:45pm. The boy and hisyi®@aro | d br ot her were on their
brot her was un h gearl hotherThadeleft the lyogs@and 3héiy&arold brother in
the careof a 35yearol d babysitter who gave them pern
corner, but not to the friendds house who |
instructions and crossed the street without permission.ofergterviewed, including the polic
reported that the boys, who were developmentally delayed and had mental health concerns, W
observed on their bikes riding around the neighborhood without adult supervision. The mott
unfounded for deatly neglect, but indicated for inadequate supervision of all three boys. All
surviving children are now in foster care.

Prior History:  The family has a history with DCFS dating to 2012 when thge32old mother and
38yearold father were invgtigated for neglect of their three sons and one daughter. The p
divorced in late 2012. In October 2013 an intact family services case was opened on the mg
children after the deceased and his brother went to school smelling of alcohol.fTheeno 6 s b
adult son with whom the family lived gave the boys the alcohol. He was indicated for substance
by abuse to the three boys. The family became court involved in January 2014 becauss
Department 6s concer ik ofactnool bver thd ehildrm tnhAagust 2014 {
Department was awarded guardianship of the children, but the court allowed the mother t
custody of them. All three boys had been psychiatrically hospitalized within the past year and the
did not regularly administer their prescription medications.

Child No. 58 DOB 2/94 DOD 11/14 Accident
Age at death: 20 years
Substance exposer No/unknown
Cause of death Acute hydromorphone toxicity
Reason For Review Deceased was a ward
Action Taken: Investigatory review of records

Narrative Twentyyearold ward went into cardiac arrest around 2:30am while rehearsing in a
studio in another state in which he was living. He died from an accidental overdose of hydromg
an opiod narcotic prescribed for pain.

Prior History:  The deceased had been involved with DCFS on and off since the age of thr
father was killed in a gangelated shooting when he was two months old and his mother had prd
with substance abuseh@& youth had a history of mental health and substance abuse problems. H
juvenile criminal hi story dating to 2008.
guardianship in 2011, the same year he became a father. In 2014, while livingqhdepenident living
apartment, the youth moved to another state telling his worker that he was scared for his life aff
shot at in his neighborhood. He maintained contact with his caseworker who visited him in th
state and was working to getniito his next court date in Illinois to become emancipated. She
with the ward two days before his death.

Child No. 59 DOB 10/14 DOD 11/14 Accident
Age at death: 6 weeks
Substance exposer No
Cause of death Asphyxia due to caleepimg in an adult bed in the prone position
Reason For Review Split custody (siblings in foster care)
Action Taken: Investigatory review of records
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Narrative  Sixweekold infant was found unresponsive around 10:30am by higed8old father. A
family member called 911. Paramedics attempted to resuscitate the infant but he appeared to |
deceased for a few hours. Law enforcement called the hotline because they suspected the pa
not telling the truth about the circumstances of the iGfamt d e at h. Bl ood was
and on the sheets on the parentsd bed. The
the night he placed the infant on his chest and fell back asleep. He later awoke and the infaxitteg
him. He picked up the baby and put him in his bouncy seat. Tye&®Ild mother was unaware. T}
father was indicated for death by neglect. He tested positive for marijuana and two prescription ¢
which he did not have prescriptions. The hast was indicated for substantial risk of phys
injury/environment injurious to health and welfare by neglect to the infant because she had beq
unfit as to two other children within the past 12 months, had not participated in services to ted
reasons those children were removed from her care, and tested positive for marijuana
prescription drugs for which she did not have prescriptions.

Prior History: I n January 2011 t {ysarolthchildlereantéred fostér eanfterihe
mother failed to participate in intact family services to address domestic violence between hers
paramour. The mother completed none of the recommended services. The children were plac
maternal aunt who adopted theminDecemmb 2014 after their paren

Child No. 60 DOB 11/13 DOD 12/14 Accident
Age at death: 1 year
Substance exposel No
Cause of death Complications of anoxic brain injury secondary to near drowning

Reason For Review Pend ng chi |l d protection investigat:i
Action Taken: Investigatory review of records
Narrative Twelve-monthold baby was found unresponsive in the bathtub around 8:45am by
yearold cousin who alerted her 3@arold father who was sleeping on the couch in the living room.
36yearol d mot her, who was the babyds guardi an,
in the bathtub with two other cousins, age$/2 and 5 years. The father called 911 #mel baby was
taken to the hospital where she was o0n -jeardldg

mother was incarcerated and had given temporary custody and guardianship of the baby to her
June 2014. Following the incidenh® r evoked her cousinds gua
medical decisiommaking regarding her daughter, including executing a do not resuscitate orde
cousin and her boyfriend were indicated for death by neglect and inadequate supervisidaby ted
inadequate supervision of their own three children who were removed from the home and p
relative foster care following the incident.

Prior History DCFS investigated the guardian and her boyfriend in August 2014 after the de
thennine months old, nearly drowned in the bathtub. The boyfriend had been bathing the baby a
yearold son when he left the bathroom to get soap and a towel. When he returned the baby w
water. He screamed for his girlfriend and they called 8id started CPR. The baby was taken
ambulance to the hospital where she was admitted for 23 hours of observation. Police an
investigated the incident and determined it was an accident. The boyfriend was unfounded for in
supervision. Therewyas an i nvestigation pending at theg
incident that led to her death, law enforcement called the hotline to report that the guardian
boyfriend had had an argument in the middle of the street. Theechaglstopped their van in traffic a
argued while two of the children ran around in the busy street. No one was injured, but the coy
charged with reckless conduct. A report was taken for investigation of substantial risk of p
injury/envirorment injurious to health and welfare by neglect to all four children. An investi
attempted to see the family the following day at their home. She rang the doorbell several times
was no answer. The investigation was concluded and indicateelaf t he babyés de
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Child No. 61 DOB 11/14 DOD 1/15 Accident
Age at death: 2 months
Substance expose! Yes, cocaine
Cause of death Asphyxia due to overlay
Reason For Review Pending child protection investigation; open intact family ises/case within
year of childbés death
Action Taken: Full investigation pending

Narrative Two-monthold infant was found unresponsive at 3:45am by heyedtold father
underneath the body of her-2&arold sleeping mother. The mother was vigitin t he i nf aj
was living in an abandoned building without utilities. The mother admitted that she had consuni
purchased by the infantdéds father and inges
with the baby in herarm wo hour s prior to the infantéds
father wto they observed arguing on the street. The couple reported they were on their way to
store. The officers conducted a wi#ing check on the infant and instructlad couple to go home. T}
mother reported she last saw the baby alive at 3:30am when she fed her a bottle. Fifteen minute
father called 911. The infant was observed by police unresponsive lying on a dirty mattress. Tk
was transportedybambulance to the hospital and pronounced dead. The coroner, police, ang
investigated the infantds death. The mot he
charged with domestic battery after he was observed striking the motherambulance. Both paren
were indicated for death by neglect, inadequate shelter, and environmental neglect to the dece
mother also was indicated for substantial risk of physical injury/environment injurious to hea
welfare by neglect tcher 18yearo |l d s on. He entered the Dep
grandmother, with whom he already lived, became his foster parent. He has a permanency
guardianship by his maternal grandmother.

Prior History:  The deceased was bosnbstancexposed and a child protection investigation
initiated for substance misuse. The mother did not have consistent prenatal care. While the invd
was pending the mother entered a residential substance abuse treatment program. tTieenaifaad
hospitalized for one month after which she joined her mother at the treatment facility. Three dg
the mother was discharged from the program for theft and possession of a knife. While in treati
tested negative for illegal substance The mot her and infant we
grandmot her a nyearaldhsen whootthe enatéiral grar@imother had cared for sing
infancy. The mother was indicated for substance misuse and was referred to the IntacREaovigry|
(IFR) program for intact family services. The IFR worker learned during the transitional meetin
the mother and the child protection investigator that the mother was the subject of a second,
child protection investigation for inadespe supervision and substantial risk of physical injury by a
to the infant. A nurse practitioner had contacted the hotline after observing the mother picking
infant by one arm, leaving the infant unattended on an exam table, and appearingtedocturing 4
well-baby checlkup. The mother explained that she had gotten little sleep the night before theupl
because the baby had been fretful. She des
After learning about the invegition during the transitional visit, the IFR worker immedia
administered a drug test which was negative for illegal substances. The mother was reenro
methadone treatment program that she had attended for three weeks while pregnant. T hlkeiFRet
with the mother four times over 17 days fr

mother was administered two additional drug tests during subsequent home visits: one ten da
the infantés deatfhoraend hoen & ntfharneted sd adyesatbh. T
il egal substances. Subsequent to the infa3
protection investigation for inadequate supervision of the infant at the nurse practie r 6 s 0 f
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Child No. 62 DOB 10/12 DOD 2/15 Accident
Age at death: 2 years
Substance exposel No
Cause of death Positional asphyxia

Reason ForReview Unf ounded chil d protection invest
Action T&en: Investigatory review of records
Narrative Two-yearold child with Down Syndrome and congenital heart disease was

unresponsive around 3:30am by hery@arold mother. The child was found face down between
mot her 6s bed aflde achielcdidnecricthahad been pu
the child had recently begun climbing of her crib. The recliner chair was pushed up against the o
of the bed aryearotl e sd¢ tbilli chys whz a s | flce mvedtidated

Al t hough the coroner notified the Depart me
neglect in the childdés death. The Depart men
Prior History In August2014o ne of the chil dbdés doctors cal
foll owing through on her daughterds medi cal

t

doctors every three months, but the mother was not keeping that scheduecitecalled the mothe
to schedule an appointment and the mother
her that he would call DCFS if she did not call back to schedule the appointment. The mother
child protection investigar that she was unaware how frequently the child needed to be seen 3
attending appointments was difficult because she had to work. The child was seen by her doct
the investigation was pending and future appointments were made. The gegodior said he believe
the mother, who had four children, had a lot going on and did not think the child was oth
neglected, but that it took a hotline report to get the mother to schedule the appointments. Th
was indicated for medical negit.

Child No. 63 DOB 01/15 DOD 02/15 Accident
Age at death: 2 weeks
Substance exposei No, but mother has a history of substance abuse
Cause of death Positional asphyxia
Reason For Review Unfounded child protection investigationwittin 'y ear of chi |
Action Taken: Investigatory review of records

Narrative Twoweekold infant was found unresponsive on a couch by higeztold mother. DCFS
took a report for investigation of death by neglect. The mother told the polimmecpand the chil
protection investigator that she laid the baby on a pillow on one end of the couch while she s4
other end. The mother reported that she dozed off and when she awoke the baby was still on t
but had slid down a biwhenshe picked him up she noticed he was not breathing. The mother
CPR and called for the grandmother to call 911. The mother told the police, coroner and
investigators that she could not have overlaid the baby as she was on the other emmbwtith&heg
coroner reported that he talked extensively to the mother on four different occasions and her s
consistent. The coroner also indicated that neither parent smelled of alcohol nor appeared to be
influence of drugs. The coroneatd it appeared the baby died because his head was tilted in a W
cut off his airway. The child protection i

reported that mother had been clean for an extended period and had testad/@ldays before th
infantébés death. The pedi at r iande-lwmalfryedrobdrioddienteld tig
investigator she had no concerns. The mother was unfounded for death by neglect.
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Prior History:  The mother has given birtlo five children. She has a history with the Departni
dating to 2005 when her boyfriend was indicated for physical abuse of her eldest child and
referred to communitpased services. Five years later, in May 2010, the two oldest children g
foster care after the mother was minimally cooperative with an investigation and she was indig
cuts, bruises, welts. Her third child was born in February 2011 and also came into care. The m(
periods of housing instability and limited contagth caseworkers, but she entered services, inclu
drug treatment and parenting classes; and she was cooperative with probation. The two
children were returned home in October 2012. However, in December 2012, the children rd
foster careafter the sheriff found the mother was sheltering an old boyfriend in her home and 3
her housing. In April 2013 the mother signed surrenders and the children were adopted by thg
parents. In June 2013 the mother gave birth to her fourtd ahd the Department investigated
mother for substantial risk of physical injury/environment injurious to health and welfare by n
The mother was unfounded because skeiedl using drugs, was participating in treatment and
probation officersaid the mother was compliant and consistently tested negative for drugs. In Apr
the Department investigated the mother for substantial risk of physical injury/environment injur
health and welfare by abuse after a hotline call allegingttteatnother was using drugs. The mot|
was unfounded because she denied using drugs and her probation officer said she consiste
negative for drugs. The mother was living with the maternal grandmother. The hotline was not
of the birth d the deceased.

Child No. 64 DOB 2/15 DOD 3/15 Accident

Age at death: 2 weeks
Substance exposel No

Cause of death Asphyxia due to unsafe sleeping conditions
Reason For Review Unfounded child protection investigation within a yearof dhikl d e at h

Action Taken: Investigatory review of records
Narrative Two-weekold infant was found unresponsive by her-y2arold mother around
5:30pm. The mother had fed the baby and placed her in the crook of the arm ofyderdld father,
who was awke and lying on the living room floor. The mother went into the kitchen; when she re
about a hathour later, she found the father asleep and the baby unresponsive. Emergency re
noticed that the father smelled like alcohol, but he did npeapintoxicated. The father, who did 1
work that day, admitted to drinking a pint of vodka earlier, finishing it around 1:30 p.m. A toxig
screen on the mother was negative. The f at
content wa within the legal limit for driving. The infant and her older siblings, ages 2 and 6, ap|
well-cared for. Both parents were unfounded for death by neglect as well as risk to their sy
children. The father was referred for counseling becauseéios gr i ef and gui |t
Prior History The father has two additional children with another woman, aye&gold daughtel
and a 12yearold son. In August 2014 an anonymous reporter called the hotline alleging environ
neglectd6 t he boy by his mother and father. A
members did not uncover evidence of environmental neglect and the investigation was unfoundsq

Child No. 65 DOB 7/13 DOD 4/15 Accident
Age at death: 21 morihs
Substance exposel No
Cause of death Probable drowning
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative Twenty-onemonthold toddler drowned in amall above ground pool with an attach
wooden deck in his grandparents6é backyard.
water as it had not yet been cleaned and filled for the season. The toddler had been playing witl
and 7yearol d br ot hers and a young cousi nyearald fatherg
grandfather and uncles were working on a car. When the children noticed the toddler was miss
told the adults and a search ensued, with one of the udidesvering the boy in the pool. Tl
grandmother was not home and they2&rold mother had gone to pick up pizza for the family. ]
toddler had been seen by an adult within 30 minutes of his being discovered in the pool.
protection investigatioa gai nst the boyés parents was unf

Prior History In July 2014 the hotline was called with allegations of inadequate supervisig

environment al neglect. The <call er al | eugs wuing
and feces from the familybds dog; and that
and play in the familybés pool unsupervi se

investigator visited the home and found it inodg condition; the parents described appropriate
safety, including adult supervision and removal of the ladder from the pool to prohibit access;
two older children reported their parents watched them play in the yard and in the pool.

Child No. 66 DOB 12/06 DOD 4/15 Accident

Age at death: 8 years
Substance exposel Unknown
Cause of death Complications of thermal injuries due to immersion in hot water

Reason For Review Pendi ng chil d protection invest:i
Action Taken: Investigatory review of records
Narrative Eightyearold child with Cornelia de Lange Syndrome (a developmental disorder)

was wheelchair bound, nemerbal, and required a feeding tube, died at the hospital as a rej
complicationsfrom an accidental scalding burn a month prior. The child had sustained partial thi
immersion scald burns to his feet, legs, and buttocks when he was placed in a bathtub of scaldi
He underwent four different surgeries for debridement aaftsgas a result of the incident. The nu
who was caring for the child at the time of his injuries was indicated for death by neglect and fq
by neglect.

Prior History In February 2014 an anonymous reporter called the hotline to report ther maik
depressed and not taking care of hgre@rold daughter or her medically complexy@arold son,

especially when a nurse wasnodét present . -jeare
old wasndédt fed propestygattorchspdkerwitehbttia
daughterés school princiopal and neither ex

mental health treatment for depression and that she had family support. The mother was unfod
substantial risk of physical injury/environment injurious to health and welfare by neglect t(
children and for inadequate food to the daughter. In March 2015, fifteen days prior to the burn
the medically c¢ompl e xhotiméwith wricern that the Mgairotd anbthec vead
unable to provide for her son, stating that when tHeoime nurse is not there, the child is not feq
bathed. He said the child missed school often because the mother did not have him ready$orA
report was taken for investigation of substantial risk of physical injury/environment injurious to
and welfare by neglect and environmental neglect to the child. The investigator had seen tt
talked to the mother, the home health nansé interviewed the primary care physician who had see
child a day earlier. The medical professionals did not have concerns. The mother reported
nursing agency had changed from five days a week to three days a week and she was adjus
report was pending at the time of t he <chi
services case was opened to address environmental and mental health issues.
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Child No. 67 DOB 8/14 DOD 5/15 Accident
Age at death: 8 months
Sulstance exposec No
Cause of death Suffocation due to positional asphyxia
Reason ForReview | ndi cated chil d protection invest
Action Taken: Investigatory review of records

Narrative Eightmonthold infant wadound unresponsive face down trapped between the mattres
the wall by her 24iearo | d f at her ar ound -jedroldnothen had Placed her
sleep on an adult bed around 7:30pm. There was a crib in the room but it was filled wittaghehy.
Police notified the hotline. The responding officer stated there was nothing suspicious about t
and that it was a horrible accident. The Department investigated the parents for death by ne
substantial risk of physical injury tleir two surviving children, ages2 and 4 years. The moth
was indicated for death by neglect because she placed the child to sleep on the bed instead g
The other allegations were unfounded.

Prior History: In August 2014 the fathavas caring for his two children, thenl12 and 3 years old
and left them unsupervised for a few minutes in the bedroom. -T¥&ykarold boy was playing on th
floor and the 3yearold girl was playing on the bed which was next to an open screenedwvikidhen
the father returned he discovered the girl had fallen out the third story window. He ran downst
the little girl told him she fell out the window when she was waving at kids playing on the grass
The father called 911. The girl hadbaoken arm that was put in a splint which was removed
following month. She also had a laceration to her kidney which healed on its own. The fatl
indicated for cuts, bruises, and welts by neglect (though a bone fracture indication would @lbedn
appropriate).

Child No. 68 DOB 9/13 DOD 5/15 Accident
Age at death: 20 months
Substance exposel No
Cause of death Cerebral disruption due to basal, frontal, and occipital skull fractures due tg
head trauma
Reason ForReview Pendi ng child protection investig
Action Taken: Investigatory review of records

Narrative  Twentymonthold toddler was run over by an SUV driven by hisy@@rold materna
grandmother who was backing out of the drivewBye grandmother was getting the toddler ready f
visit with relatives and went outside to move the car to put him in it. She left the boy in the hou
his 40yearold grandfather who was on the phone. The toddler was standing at the door Asyihg
grandmot her backed out she heard a thump a
body. The grandparents immediately took the toddler to the hospital emergency department
was pronounced dead. The police, coroner, and DCF&iat i gat ed. The t odd
and the Department unfounded both grandparents for death by neglect.
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Prior History: The grandparents were raising the toddler for theiwye&drold daughter. Thei
involvement with DCFS was regardingather daughter, a 3earold who was exhibiting challengin
behavior. In April 2015 police called the hotline after the teen and her father had an argum
escalated to the father slapping the teen in the face. The teen ran away and the parkttie palliee
who found the girl and brought her home. She had a bruise on her cheek. The father was indi
cuts, bruises, welts by abuse and a referral was made for comybaséyg services. The parents war
services t o hel pbehaiiot becausd they felt stheawag but af codtiml. A day
police called the hotline, a report was made alleging mental injury to the girl because the father 4
called her demeaning names. Investigation revealed the father had shared withghterdahat he
heard was being said about her in the neig
abused or neglected by either of her parents and the investigation was unfounded.

Child No. 69 DOB 6/12 DOD 6/15 Accident
Age at death: 3 years
Substance exposer No
Cause of death Drowning
Reason ForReview Unf ounded child protection invest
child welfare services referral W
Action Taken: Investigdory review of records

Narrative  Threeyearold girl was found unresponsive around 4:00pm by heyegold mother in
her f amiobtgdees abbvgrouad swimming pool located in the back yard. Access to the
was not restricted; while theopl had a foleup ladder, it was placed at the back of the pool abutti
wooden privacy fence, making it impossible
earlier that she had lost track of the child and began looking for her. théaneor 6 s ol der
8, and 10, often went a few doors down to play with neighbor children. After checking and not
the child there, the mother and neighbors began looking for the child and the mother found hg
pool. Someone calleg@ill and the child was taken to the hospital where she was pronounced de|
coroner, police, and DCFS investigated. The police did not believe criminal charges were warr
they uncovered no evidence to suggest the incident was anything more daident. The Departme
indicated the mother for death by neglect and inadequate supervision efaéhec® girl who, becaus
of her age, required close supervision, particularly when access to the backyard pool was unr
The investigatonwa coded fAno service neededo and DC

Prior History: In December 2014 a school staff member called the hotline to request child
services for the family. She had been talking to theyedrold child who said that her mothe
sometimes makes the children go upstairs because she believes someone is in their house. Sh
that her mother does not cook, clean, or do laundry unless the maternal grandmother is there
the 1Byearold makes sure ghyounger children eat. A worker visited the home and found it clea
free of hazards. The maternal grandmother, who lived in the home, denied that anything strg
going on and the mother declined services. Two weeks later-yeardld child fell off a bed while
playing with her #earold brother. Three days after the fall, the maternal grandmother callg
chil drends medical provider wupset that the
mother took the child to the clinic dh day and the child was diagnosed with a displaced clg
fracture. A clinic staff member called the hotline stating there was no suspicion of physical a

medi cal negl ect, but there was c¢oncer rconcrhing
the motherds parenting skills and possible
of bone fractures by neglect. I't was wunfou

assessed and found to be normal.
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Child No. 70 DOB 11/14 DOD 6/15 Accident
Age at death: 7 months
Substance exposel No
Cause of death Combination of mild bronchiolitis and overlay sleeping

Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records
Narrative Seveamonthold twin infant born prematurely at 35 weeks gestation was f

unresponsive by his 3gearold father at 3:55am face down in a packlay that he was sharing wi
his twin. The fathelast saw the infant alive at 7:00pm the night before. The mother was not living
home. The father had two paokplays but he kept the twins together in one. The infant had a
murmur. He was hospitalized and diagnosed two months earlier witinatesy syncytial virus and ha
been receiving regular breathing treatment g
deat h, but because of the familyds histor)
against the dther for death by neglect to the infant and for substantial risk of ph
injury/environment injurious to health and welfare by neglect to the three surviving children living
home. The allegations were unfounded.

Prior History: InSeptembe 2013 an anonymous reporter c-§
yearold daughter was bitten by a dog and thejrearold son had a bird bath fall on him because
parents did not properly supervise them. Following investigation the pamnmres indicated fo
inadequate supervision of both children. In April 2015 an anonymous reporter contacted the h
report that about a week ago theygarold mot her hit -yedrad sbnairt theestordas!
picked him up, and threw him aca®the room. The reporter said that the father works out of tow
leaves the mother to care for the children, but she is often away from home and abuses d
investigation was initiated against the mother for substantial risk of physical injlaguse to the 12
yearold boy and for inadequate supervision of all the children. During the investigation the
tested positive for drugs in large levels and the father obtained an emergency order of protectio
April the mother was arrestedrf DUl and possession of a controlled substance. The mothe
indicated for both allegations. An intact family services case was opened and the children rem
home in the care of the father.
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NATURAL

Child No. 71 | DOB 9/08 DOD 7/14 Natural

Age at death: 5-1/2 years
Substance exposer No
Cause of death Complications from cerebral palsy
Reason For Review Pendi ng child protection invest:i
Action Taken: Full investigation, Report to Director June 20,15

Narrative:  Five-anda-half-yearold medically complex child died at home. It is believed she h
seizure in her sleep. The child was born prematurely. She was diagnosed with cerebral palsy
disorder, encephalopathy, quadriplegia, stenotthe esophagus, gastroesophageal reflux diseast
hip dysplasia. She had a history of aspiration and required a feeding tube. The police and
responded to the scene and neither observed anything suspicious. The Department did not
child protection death investigation.

Prior History: The deceased was adopted in 2012 at the agelf $ears by her maternal gre
grandparents who were then 67 and 71 years old. Her adoptive parents had earlier adopted ning
includingtwooft he deceasedds biological siblings.
back up caregivers for the child should they be unable to continue to care for her. Less than t
after the adoption, there were three child protection invegiiga involving the family within four
mont hs of the childds deat h. The adoptive
caregiving. Child protection never referred the family to famkiption services to help the family. T
adoptivemother died eight months after the chite Death and Serious Injury Case 7.

Child No. 72 | DOB 6/14 DOD 8/14 Natural

Age at death: 5 weeks
Substance exposer No
Cause of death Multiple congenital abnormalities
Reason For Review Open pacement case
Action Taken: Investigatory review of records

Narrative: Five-weekold infant, who was born prematurely at 36 weeks gestation with mu
medical problems, died in the hospital where she had been treated since birth. The infant wasdc
with Turner Syndrome (missing or partially missing X chromosome), hypoplastic left heart syn
(congenital heart defect in which the left side of the heart is critically underdeveloped
hydronephrosis (swelling of a kidney due to buija of urne). On the day of her death the infg
underwent an upper gastrointestinal procedure. Following the procedure she began having
breathing and extensive medical attempts to save her were unsuccessful.

Prior History: The deceased had three oldé&tisgs who have been placed together in foster care
2012 after their 2yearold mother was indicated for physical abuse and neglect of the oldest chilg
age three, and the 4@arold father of the youngest child, an®onthold infant, was indiated for
physical abuse to they&arold girl. The mother and the father of the two older children are engag
services and the children have permanency goals of return home. The mother informed her wg
she did not know she was pregnant with tieceased until late in her pregnancy and that she had
to an adoption agency about placing the baby for adoption. The worker notified the hotline
infantds birth and a report was t ak e nenviranment
injurious to health and wel fare by neglect.
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Child No. 73 '~ DOB 12/08 DOD 8/14 Natural

Age at death 5-1/2 years
Substance expose Yes
Cause of deatr Complications of multiple @angenital anomalies
Reason For Review Child was a ward
Action Taken: Investigatory review of records
Narrative: Five-anda-half-yearold medically complex child died at the hospital after resuscitd
efforts failed. The child, who had serious and rumus medical problems and was wheelchair bg
and nonverbal, appeared normal throughout the day at his residential nursing care facility. That
the childbés respiratory therapist observed
called for help. Nursing staff had documented just a few moment earlier that the child appear
Nursing staff and then paramedics and hospital emergency department staff were unable to ré
the child.
Prior History: The deceased was born stanceexposed with multiple medical problems. He ente
foster care at the age of six months after hig&&old mother left a substance abuse treatment fag
with him for two days and did not administer his medication to him while they were gbeehild
spent the majority of his Ilife in nursing
death, successfully completed drug treatment and participatedsitefddrograms. He visited with h
son every week, laundered his cloth g , and participated in t
chil dés mother, who continued to struggle v

Child No. 74 DOB 9/13 DOD 9/14 Natural

Age at death: 1 day shy of 1 year
Substance exposer No
Cause of death Severe Acidosis
Reason For Review Split custody (siblings in foster care)
Action Taken: Investigatory review of records
Narrative: Almost oneyearold medically complex infant died in the hospital where he had
treated for the padst5 days. The infant was born prematurely at 32 weeks gestation with his intg
outside of his body. He had hydrocephalus, requiring a shunt; had a seizure disorder; and r¢
feeding tube. In the morning on the day he was hospitalized, thednfanga®ld mother and 55
yearol d f ather noticed an irregularity with t
not take the infant to the hospital until later that day. A hospital social worker called the hotline tc
medical neglect. The infant had multiple cardiac arrests and little brain function during his 1
hospital stay. He died from severe acidosis due to elevated carbon dioxide in his blood from p
functioning. The parents were unfounded for medical megle because the in
believed the outcome for the infant would have been the same even if the parents had brought H
hospital earlier.
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Prior History:  The family became involved with the Department in November 2011, whsatial
worker reported that the parents and their combined six children had to leave a shelter because
attacked another male resident. The parents were indicated for inadequate shelter and for subst
of physical injury by abuse andglect. The father also was indicated for inadequate supervision
six children were taken into custody and placed in relative and traditional foster homes. The
were returned to the mother's care in June 2012, under court supervision. Tlyetli@miffled to
different states. The family eventually returned to lllinois and the children reentered custody
2013. The mother participated in services. In September 2013, the caseworker called the hotline
the mother had given birth togldeceased. During the investigation, the Department discovered tf
mother also had given birth to a baby in December 2012. The mother was indicated for substa
of physical injury/environment injurious to health and welfare by neglect. Thketowas doing well irf
her parentsd6 care and was allowed to remai
months after his birth. Upon discharge from the hospital he lived with his parents and sist
parent sé ot her edsn fasterccare. Indulye2014 a baspital social worker called
hotline with a report of medical neglect to the deceased because the infant had misse
appointments. The parents explained that ss
primary care physician at the treating hos
best they could and that he was not medi ca
were behaving appropriately with the two chéldrat home. The investigation was unfounded. All
children in foster care were returned to their parents in July 2015.

Child No. 75 DOB 9/04 DOD 9/14

Age at death: 10 days shy of 10 years
Substance exposer No
Cause of death Leukemia

Reason For Review Unf ounded chil d protection inves
Action Taken: Investigatory review of records
Narrative: Almost 10yearold boy died in the hospital where he was being treated for leuk

which had bee recently diagnosed.
Prior History: Ei g h't months prior to the boyds il
hotline to report inadequate food and inadequate clothing to the boy and his two brothers, ages

The reporter did notknowéh chi | drends names or where thge
greataunt 6s wor kpl ace. The investigator saw t
they stayed after school. The grandmother and the two older boys denied tblaildien ever wen
without food or clothing. Neither the 1| ocal

the family. The yearol d boyb6s teacher stated he came
well-fed. The worker visited thdamily home and observed plenty of food and clothing.
investigation was unfounded.

Child No. 76 | DOB 9/14 DOD 11/14 Natural

Age at death: 2 months
Substance exposer No
Cause of death Probable viral syndrome
Reason For Review Clo2d i ntact family services case
Action Taken: Investigatory review of records
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Narrative: Two-monthold infant, who was born prematurely, was found unresponsive by he
yearold mother lying on her back in her bassinett¢hva blanket covering her up to her chest. ]
infant had been laid down for an afternoon nap after which her mother afye@@nald sibling also laid
down to nap. The 39earold father, who worked the night shift, was also sleeping. After the m
awdke and fed the sibling she checked on the infant and found her unresponsive. The grandfat
lived in the home and was terminally ill, called 911. His hospice nurse, who was just arriving, pet
CPR until emergency personnel arrived. Police cahliedhotline to report that the doctor at the hosy
was concerned about possible neglect becau
home was kept very warm to keep the grandfather comfortable. The coroner reported the infa
died from a viral syndrome as household members had recently been sick and the infant had b
l ethargic with | oss of appetite. A chil d |
against both parents for death by neglect and fortantial risk of physical injury/environment injurio
to health and welfare by neglect to theit/2 and #earold children.

Prior History: In January 2011 a hotline report was made by the father against the mother alleg
when he picked up his®?2-yearold son for a visit, the child had a burn on the side of his stomach
child was medically evaluated and the burn was determined to be a bruise. Neither parent nor
had an explanation. The <chil ddsthmedekiall d éx

believed may have been from a space heater in his home. The mother was unfounded for burns
but the father was indicated for burns by neglect. He was also indicated for environmental
because of environmaltconcerns in his home. In April 2013 an intact family services case was 0
foll owing the motherds arrest for domestic
violence counseling and the case was closed in September 2014. \WHitatit family services cag
was open a neighbor called the hotline twice: first to report fighting between the parents and s
report the #earold boy had fallen out of a window. Investigations were conducted and unfounde
parents admittedot arguing but denied any physical altercations and there had been no dq
violence calls to the police in over a year. While the child did fall out of his bedroom window, the
had not realized the lock was broken and the child could open ifall trappened early in the mornir
while the rest of the family was sleeping. The boy told the investigator he had been trying to
birds outside his window.

Child No. 77 DOB 1/10 DOD 12/14 Natural
Age at death: 4-1/2 years
Substancexposed: No
Cause of death Multiple congenital heart defects
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative: Almost 5yearold ward died in the hospital where she had been receiving palliativs
since feing removed from a heart transplant waiting list. Her family was with her when she dig
family had been living in a Ronald McDonald house the last couple of months of her life so the
spend time with her. The child had spent the majority ofifeem the hospital because of her comp
cardiac problems.
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Prior History: T h e ¢ h iydaebld snoth2r8and 3%yearold father were indicated for substant
risk of physical injury by neglect in an April 2014 report. The hospital where thewhi#idbeing treate
reported that the parents did not visit re
An intact family services case was opened and assessment revealed that the parents lived app
30 mil es awa driveafrord theahospitial otherfabher worked ftithe, the family had only
one car, and the parents had three other children. In June 2014 the child became a ward on a d
petition with her parent so agr ee msha heededfat heg
transplant. The child lived in the hospital until her death. The placement worker assisted the fg
obtaining funds for rent, bus passes to increase visitation to the child, consultation by a DCFS n
individual therapy fot he mot her to help her cope and
needs.

Child No. 78 DOB 11/10 DOD 12/14
Age at death: 4 years
Substance exposer No
Cause of death Hepatic angiosarcoma due to multi organ systehartai
Reason For Review Open i ntact family services case
protection investigation at ti me
investigation within a year of ¢
Action Taken: Investigatory revievof records

Narrative: Fouryearold boy died in the hospital from a rare malignant liver tumor that
diagnosed twanda-half months earlier. At the time of his death, the boy had been in the hosp
almost three weeks receiving treatment. The bos-ye&@1 d mot her, wi t h th

decided to remove him from life support. A hotline report made in December while the chi
hospitalized alleged medical neglect against the mother for not giving the child all his medict&no

the chil dds death the investigation was unf
the boybés cancer was malignant; his mother
death; and the efficacy of the medicationtonpr ove t he boybés conditi

services case opened in early December rem
mother moved several times, did not enroll hereérold child in school, and refused to consi
leaving the children with relatives in a safety plan. Protective custody was taken of the sU
children in February 2015, and they were placed with relatives. A month later, temporary custq
vacated as the mother had established housing witlative and the children were returned to her g
The family continued to receive intact family services until October 2015 when the children re
foster care because of their mother6s trans

Prior History: In December 2013 the motheiled the hotline to report that she and her children |
homeless. The mother stated that she received SSI because she had learning disabilities. A 1
taken for investigation of inadequate shelter. The mother and her four children, ages ortefiteo
went to stay with a relative. The investigator made housing referrals and unfounded the investig
October 2014 a nurse called the hotline to report that the child, who was then just shy of four ys
was brought by a cousin to the hibgpwith a distended, hard stomach the size of a basketbd

medi cal negl ect i nvestigation ensued and
stomach had been swollen for several weeks without the mother seeking medical care, tige
physician believed the motherods devel opme

seriousness of her sonés condition and did
health. The family had a history of unstable housingving back and forth between two cities, and
intact family services case was opened to provide services.
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Child No. 79 DOB 8/97 DOD 1/15

Age at death: 17 years
Substance exposer No/unknown
Cause of death Bronchopneumonia due to lhadal infection, with cerebral palsy a
significant contributing condition

Reason For Review Cl osed i ntact family services ca
Action Taken: Investigatory review of records
Narrative: Seventeetyearold medically comple youth was found unresponsive in his home

around 9:30pm by his adult sister. The youth had cerebral palsy and epilepsy; tube axps
wheelchair bound, and was severely developmentally delayed. The coroner conducted an invest
Althoughthecormer noti fi ed the Department of the
neglect in the childbs death. The Depart menr

Prior History: In March 2014a nurse called the hotline to reptitat the youth was receiving his pi
whole when they were supposed to be crushed; that he missed medical appointments; and
parents were not following through -tube. The pareht
were investigated anthdicated for medical neglect and inadequate food to the youth. The
weighed only 45 pounds. He needed to gain weight to have a surgery that would increase hig
level by removing a platen his hip. The parents believed they could help their gain weightby
feeding him orally but it took the youth a long time to eat and the food needed to be of a plikieli
consistency. The parents were taking the youth to his medical appointments. An intact family
case was opened briefly from M2914 to July 2014 to link the family to services.

Child No. 80 DOB 7/08 DOD 1/15 Natural
Age at death: 6 years
Substance exposer No
Cause of death Probable myocarditis
Reason For Review Unfounded child protection investigation withinayeacdfii | d 6 s d
Action Taken: Investigatory review of records

Narrative: Six-yearold child was found lying unresponsive in the bathtub with the shower ru
around 5:30pm by her 3fearold stepfather. The child was transported to the hospital wisbeewas
pronounced dead. Emergency responders noted the child had vaginal bruising, a healing sc

thigh and a bruise on her | ower back. The

police initially detained the stefjather. At aitopsy, the pathologist noted multiple abrasions on
childbéds torso, three | abi al contusions, an
The injuries, however, di d n-gdarold matherwashndated fon

death by neglect and inadequate supervision because she admitted to police that she left the G
alone for almost two hours until the stiggher returned home and found her. Both the mother and
father were indicated for cuts, brussevelts by abuse and substantial risk of physical injury/environ
injurious to health and welfare by neglect to th#/Zyearold sibling. An unknown perpetrator w
indicated for sexual penetration of the deceased and for substantial risk of $riasata@her sibling
The sibling entered foster care and is placed with a relative.
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Prior History: | n Mar ch 2014, the childdbs teacher (
years old, had a bruise on her back, forehead, and one neaehanéyad hair missing from the b4
of her head that the child first attributed to her baby brother pulling on and then to Hetlstepulling
out. A report was taken for investigation of cuts, bruises, welts by abuse and substantial risk of
injury by abuse. The teacher also contacted police. The day the reports were made, the investi
police detective observed a small bruise o
protection i nvesti gartwasra litteaneeed, but sha did nbtloleserve Any
spots. The parents denied any physical abuse to the child. The child told the investigator
forehead bruise was from a fall at the park and that she hurt her chin running down the ha
apartment, but that in the past her dgher has kicked her and pulled her hair. The investig
ensured the child was seen by her pediatrician and spoke with the doctor both before and after
The doctor stated t hagrowinwimiudewenlyttheee wasmo indicétien itH
been pulled out. Also, the injuries were consistent with the explanations provided. The detectiv
his case without arrest. The child protection investigation was unfounded. The family was ffefe|
communitybased services and the parents participated in parent coaching services.

Child No. 81 DOB 4/13 DOD 2/15 Natural
Age at death: 21 months
Substance exposer No
Cause of death Sepsis due to complications of acute lymphoblastic leukemia
Reason ForReview Unf ounded child protection inves
Action Taken: Investigatory review of records

Narrative: Twenty-onemonthold toddler, who was diagnosed with leukemia in November 2
was found unresponsive s grandmother around 8:30am in the adult bed they were sharing
toddl er and his two siblings, ages 4 and 7
The grandmother reported the boy had been somewhat lethargic without much oététe.appe gav
him his pain medication before putting him to sleep. He moaned during the night and vomited

times. The grandmother | ast saw him awake

chemotherapy treatment was threedayse i er . There was no evide
unexpected. The coronerb6s office investiga
death, neither the coroner nor the treating physician suspected abuse or neglect. Thetegidrimot
conduct a child protection investigation of

Prior History: | n November 2014 an employee at the
report brui ses on the toddl er 6 s hfeorcehh d add,s
know how the bruises were caused but said the child kept scratching at his lip. A report was t
investigation of cuts, bruises, welts by abuse. When interviewed, day care staff reported the d
been less active the giatwo weeks. The mother was asked to take the child for a medical exaf
mother took the child to the emergency room; he was admitted and diagnosed with acute lymp
|l eukemi a. The foll owing day he wa seatrhentebagarn. 4
hospital social worker informed the investigator that the bruises were believed to be relateq
leukemia. The investigation was unfounded against the mother and she was given a ref
communitybased services.

Child No. 82 DOB 11/13 DOD 2/15 Natural

Age at death: 15 months
Substance exposer No
Cause of death Acute asthma exacerbation
Reason For Review Pendi ng child protection invest:i
Action Taken: Investigatory review of recds
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Narrative: Fifteenmonthold toddler died from an asthma attack. A hospital social worker g
the hotline stating the mother reported that the toddler was eating cereal around 10:45am V
started choking and coughing. When they2arold motter and her friend
were turning blue, they put her in the car and drove to a hospital about 20 minutes away, unaw
was a hospital 5 minutes away. The mother reported the toddler fell asleep during the car ride a
when doctors believe she stopped breathing. They arrived at the hospital around 11:35am and t
was pronounced dead at noon. The Department investigated and indicated the mother for

negl ect because she didr naltb thtaerreo It hter ecahti nhed
did not call 911 which could have facilitated more timely medical intervention; and the child h
seen a primary care physician within two days of her recent hospitalization for acute respiratory
and a collapsed lung. The mother also was indicated for substantial risk of physical injury/envir
injurious to health and welfare by neglect to helt/2yearold son who was staying with his mater
grandmot her at t he nintacdamityservites saseswiasopemedd s d e &

Prior History: There was a c¢child protection invest
Nine days before her death the child had trouble breathing and after not seeing improvemer
breathingtreatment, her mother called 911. Emergency services took the child to a hospital wh
was stabilized and then transferred to a second hospital. The first hospital called the hotline as i
toddl erds second ti me i an twohameeksefoneéraulges meatlhing ar ¢
mother had not followed up with a primary care physician after the first ER visit. The mother af
developmentally delayed. The child was hospitalized at the second hospital and treated f
respiratory @tress and a collapsed lung. A hospital social worker said she would call thg
protection investigator when the child was ready for discharge, however, the child was discharg
days before her death without any notification to DCFS. The matagindicated for substantial risk
physical injury/environment injurious to hseg

Child No. 83 DOB 2/05 DOD 2/15 Natural
Age at death: 8 days shy of 10 years
Substance exposer No
Causeof death: Pulmonary hemorrhage

Reason For Review Unf ounded chil d protection inves
Action Taken: Full investigation pending
Narrative: Nine-anda-half-yearold boy died in the hospital. He had a Wilms tumor (ca

originating in the kidney) that metastasized to his liver.

Prior History: In April 2014 a hospital physician called the hotline to report that the only child hg
(pigmentation scarring) loop marks on his back and on one upper arm. -ykar2d mother admitted
that in the past she had disciplined the child with a belt, aiming for his buttocks. She reported
time she had used corporal punishment, which she described as cultural, was two months ea
child said the last time he wast With a belt was a long time ago. He said he was not afraid ¢
mot her and she took good care of him. The
said the mother was not abusive. The investigator spoke with the mother about attdorats of
discipline and the mother was unfounded for cuts, bruises, welts by abuse.

Child No. 84 DOB 2/15 DOD 2/15 Natural
Age at death: 8 days
Substance exposer No
Cause of death Congenital heart defects
Reason For Review Child was a ward
Action Taken: Investigatory review of records
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Narrative: Eightdayo|l d baby, born at 28 weeks gesta
had been transferred to shortly after birth. The baby had been born with congenital hearaddfeht
needed a heart transplant to survive. The assigned case manager was working with the DCFS G
arrange for the needed consents for a trans
Prior History: The 22yearold mother had made an adoptiplan for the baby prior to her birth. Aft
the baby was born with serious heart issues, the adoption plan fell through. The mother left the ba
hospital reporting she needed to care for other children and an elderly relative at home. Thechtbsg
t he Department and the case was screened i
manager arranged for a funeral service and burial for the infant.

Child No. 85 DOB 10/14 DOD 2/15
Age at death: 4 months
Substace exposed No
Cause of death Tracheobronchopneumonitis
Reason For Review C| osed intact family services ca
Action Taken: Investigatory review of records

Narrative: Fourmonthold infant was found unresponsive her crib by her 2§earold father af
2:00am. The family had been living in a hotel room for the past two weeks. The father last saw tt
alive at 1:00am when she woke up crying and he picked her up. The father placed her back in th
her sbomach. There were blankets in the crib. The mother had just finished her shift at work w
baby was discovered unresponsi ve. Police ca
room was filthy, reeked of marijuana, and marijuanaswpresent in the room. The Departm
conducted an investigation for death by neglect by the father and environmental neglect by both
The c o uypaFold Ben was placed in a safety plan with the maternal grandmother, wh
already caringfo t he myeartidesond Ehe iffant died from a type of pneumonia. The fg
was unfounded for death by neglect, but both parents were indicated for environmental negl
father also was indicated for substantial risk of physical injury/enviemm injurious to health an
welfare by neglect and for inadequate supervision because police discovered marijuana in the h
and surveillance cameras showed that he had left the children alone in the hotel room for a time
close of the invstigation the family had agreed that the children should continue to live wit
maternal grandmother. The parents separated and the mother was staying with the maternal gra
and helping with the childrenbds care.

Prior History:  In August 208 a hospital highiisk clinic called the hotline to report that the mot
was not bringing her thent@onthold infant in for medical appointments and they could not reac
mother. The infant was born at 25 weeks gestation weighing 1.7 pounds andppasesl to be sed
monthly, but had not been seen since May. The mother was indicated for medical neglect and
family services case was opened. The case was open until May 2014. During that time the in
healthy and attending medical apgaients; he was referred to early intervention services; an
family moved into an apartment with the help of Norman funds.

Child No. 86 DOB 8/09 DOD 3/15 Natural
Age at death: 5-1/2 years
Substance exposer No
Cause of death Bronchoprumonia due to streptococcus bacterial infection with se
disorder, cerebral palsy, and Rett syndrome contributing to her death
Reason For Review Child was a ward
Action Taken: Investigatory review of records
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Narrative: Five-anda-half-yearold medically complex ward was found unresponsive in
morning when her foster mother went to wake her for school. The foster mother called 911 and
was pronounced dead at her home where she had lived for most of her life. Police and theg
investgated and neither suspected abuse or neglect. The Department did not conduct a child ¢
death investigation. Three days before the
labored breathing. A chestray at that time didat reveal pneumonia.

Prior History: T h e d e ¢ eyeara@dniother BaS a history with DCFS dating to 2007 for al
and neglect. She has five surviving children. One child is in the care of her father; three are in fo
with their maternal gradmother who is seeking guardianship of them; and one child is in a lic
nonrelative foster home. The mother is participating unsuccessfully in services.

Child No. 87 DOB 6/14 DOD 3/15 Natural
Age at death: 9 months
Substance exposer Yes, marijuana
Cause of death Congenital heart disease
Reason For Review Child was a ward
Action Taken: Full investigation pending

Narrative: Nine-monthold medically complex ward died in the hospital after life support
removed. The ward had be&ospitalized for more than half her life for treatment of congenital

defects. At the time of her death the infant had been hospitalized for two months and had had
surgeries. It is believed she had a stroke during one of the surgeriesfi@nedsa catastrophic bral
injury.

Prior History: The i nfantdés mother had two ol der ¢

enf orcement responded to the family6és -ybasoh
mother was subsequentipspitalized and her 6 and-Blonthold children were placed in foster ca
Her rights to those children were subsequently terminated and the children have permanencyj
adoption. When the infant was born with multiple congenital heart defectersiaed in the hospit:
for over 70 days. During that time neither the mother nor thgeagold father visited or participated

her care. They were indicated for substantial risk of physical injury/environment injurious to hed
welfare by neglecand upon discharge the infant was placed with her paternal grandparents,

whom smoked. The grandmother smoked a pack of cigarettes a day in the home, but after the

placed in the home, the child welfare agency created a plan for thepgrant$ to smoke outside t
home. In the months leading up to her final hospitalization, the grandparents missed sever3
infantds medi cal appointments.

Child No. 88 DOB 1/15 DOD 3/15 Natural
Age at death: 2 months
Substance exposer Unknown, mother has a history of alcohol abuse
Cause of death Sudden unexpected death in infancy
Reason For Review Child was a ward
Action Taken: Investigatory review of records
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Narrative: Two-monthold infant was found unresponsive around 7:45grhib 38yearold foster
father. The infant had been fed a bottle around 6:30pm. He then fell asleep oryber@d foster
mot herds chest, and at 7:30pm was | aid dow
f oster par edhadadflatsheat on it With@o blaeket. The foster mother reported the
was colicky and laying on his stomach helped him sleep. Overnight the infant normally slept sy
in a blanket on his back in a crib. The police and coroner investigatedthe ant 6 s de

DCFS that it appeared to be from natural causes. DCFS did not conduct a child protection inve
of the infantods deat h, but the Licensing Di
removed their dter foster child, a4nontho |l d i nf ant , pending the d
was returned to the foster parentsdé care s

had agreed to accept two infants into their home. The detegss a fussy baby who did not pass

monthold developmental screen. Concerns were noted about his muscle tone and he needd
evaluati on. Two mo nt h s-maathdldesibling, whe was pldcedrint adiéfere
foster home, dig from an undiagnosed heart condition. See Child No. 95.

Prior History: The deceased was the youngest of six children born to hygd&dld mother. Thq
family came to the attention of DCFS in 2010 when the oldest child was diagnosed with failuiretd
The mother was indicated for the allegation failure to thrive and was referred to combagat
services. Later an intact family services case was open from July 2013 to December 2013 after
report alleging substantial risk of physical injlenvironment injurious to health and welfare by neg
was indicated against the mother because of her drinking and leaving her children with her mq
days at a time. Another intact family services case was open from January 2014 to Augudgte2Cir|
unfounded investigation of an accidental injury to theedrold child. The children, ages three weekj
four-anda-half years, entered foster care in February 2015 after the mother was observed by
based educator to drive intoxicated wir children in the car. The three oldest surviving children g
foster care with their maternal grandmother and the youngest child is in a licensed foster home.

Child No. 89 DOB 7/13 DOD 4/15

Age at death: 21 months
Substance g@osed: No, however, mother has a history of substance abuse
Cause of death Bronchopneumonia due to viral infection
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative: Twenty-onemonthold boy who was born witmultiple congenital anomalies includi
microcephalic encephalocele, a neural tube defect, died in the hospital in the pediatric intensive
where he had been admitted the previous day with a diagnosis of pneumonia. Two days before
the medically complex child, who lived in a nursing care facility, began experiencing low blood o
levels for which treatment was begun, but his condition declined and he was hospitalized.

Prior History: The infant entered substitute care following highb His four older siblings wer
already in foster care because of ne g-tomgidnce
with her mental health treatment. The infant remained hospitalized for two months beford
transferred to a nurgincare facility. He resided there for approximately ten months before mov
the facility in which he lived until his death.

Child No. 90 DOB 2/13 DOD 4/15

Age at death: 2 years
Substance exposer No
Cause of death Complicatons of spinal muscular atrophy
Reason For Review Unf ounded chil d protection inves
Action Taken: Investigatory review of records
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Narrative: Two-yearold child with the genetic disease Spinal Muscular Atrophy, wes
ventilatordependent and required home health care, was found in full cardio respiratory arres
home health care nurse. Paramedics were called and the child was transported to the hd
ambulance. The child died in the hospital two daysdar af t er being take
35yearol d mot her believed the childbés death
hospital staff called the hotline. The coroner called the hotline after a subdural hematoma and
fracture were found at autopsy and a death by abuse allegation was added against an
perpetrator. Following further review and testing, the subdural hematoma was determined to
with no evidence of head trauma, most likely related to theé&lild me di c a | condi
did not contribute to the childds deat h. ]
which causes the muscles to waste. The death by abuse allegation was unfounded. The 1
unfounded for medal neglect as there was no evidence that she was negligent.

Prior History: There were two prior investigations involving medical neglect to this child. In
2014 the mother made a report against a home health nurse and in July 2014 a differentdeues
report against the mother. In both investigations discord between the mother and nursing 9
apparent. While disagreements over the chil
to the level of medical neglect and the inigations were unfounded. In the first investigation
medical neglect allegation surfaced in the context of the child having the femur fracture that
identified at autopsy. The fracture was believed to have occurred during routine care angtbeare,
concernf abuse.

Child No. 91 DOB 1/15 DOD 4/15 Natural
Age at death: 3 months
Substance exposer No
Cause of death Septic shock
Reason For Review Open placement case (siblings in foster care)
Action Taken: Investigatory reiew of records

Narrative: Threemonthold infant died in the hospital where she had been admitted since bi
extreme prematurity. The infant was born at 24 weeks gestation, weighing 1 Ib, 3.4 oz. She
fourth child born to her 19earold motter. Her twin brother died in utero before birth.

Prior History: The young mother, who is mentally ill, has a history with DCFS dating to July
when an intact family services case was opened with the Department. The case was open until
20141 n September 2014 the mother 60s t {ndahalf-yeans
entered t he Depart ment 6s car e after t he

injury/environment injurious to health and welfare by neglect iAagust 2014 investigation. The thr
children were placed together in a traditional foster home. When the infant was born in Februa
the hotline was called; the mother was indicated for substantial risk of physical injury/envirg
injurious to tealth and welfare by neglect to the infant because of her history with the Departmg
her lack of participation in services.

Child No. 92 DOB 4/15 DOD 4/15 Natural
Age at death: 0
Substance exposer No
Cause of death Multiple medicalanomalies

Reason ForReview | ndi cated chil d protection inves
Action Taken: Full investigation pending
Narrative: Newborn baby died within a hatfour of his birth. He was born with numerous med

anomalies thatvere not known prior to his delivery despite they2@rold mother having prenatal car

CHILD DEATH REPORT 103



Prior History: In May 2014 DCFS investigated the mother for cuts, bruises, welts to-yeareld
daughter. The mother admitted to hitting her daughter in tbe li®cause she was angry about
daughteroés |lying behavior. The child had bi
wanted to pursue c¢criminal charges against

coul dn 6 theythadmat beere able to interview the mother. DCFS indicated the mother fg
bruises, welts by abuse and offered her services, but she declined them. Based on county pract
did not believe they coul d attowmeyorecudihthdchsg. i n

Child No. 93 DOB 6/94 DOD 4/15 Natural
Age at death: 20 years
Substance exposer Unknown
Cause of death Hypoxic ischemic encephalopathy due to hypoglycemic arrest due to di
mellitus with seizure disorder contrifing to death
Reason For Review Deceased was a ward

Action Taken: Investigatory review of records
Narrative: Twenty-yearold ward with Type 1 Diabetes and Pervasive Developmental Dis
with an 1Q of 73 was discovered unresponsive in the mornings§lyearold foster mother. He ha
been awake and getting ready for school. He died in the hospital when life support was remo
being in a coma for four days.
Prior History: The youth entered foster care in February 2009 at the age of 14 afteond indicate
report regarding his motherés ability +to
environmental neglect. A year prior she had been indicated for medical neglect of the youth re
his diabetes, which had been diaggobsn December 2007. His mother was developmentally dis
and mentally ill. The youth was placed in specialized foster care with his younger brother. He dig
the care of his foster family. He was linked with a diabetes clinic and his diabetesawaged with
appropriate medical services and foster family support. At the time of his death he had been hav
trouble with low blood sugar and was scheduled to get an insulin pump. The day before he w
unresponsive, he had met with his ecriftologist to go over the procedure. He saw his caseworke
afternoon and told her about the pump he was getting. Given his age, the youth had been workir
independence and was in the process of completing independent living skills clas$esteHimothet
had expressed her commitment to her relationship with the youth. She is in the process of add
16-yearold brother.

Child No. 94 DOB 7/14 DOD 5/15 Natural

Age at death: 10 months
Substance exposer No
Cause of deht Laryngotracheobronchitis of the lungs and airways with staphylocd
aureus bacteremia a significant contributing factor
Reason For Review Child was a ward
Action Taken: Investigatory review of records
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Narrative: Tenmonthold infant ward was found nr esponsi ve at 5:00
28yearold boyfriend. The 4%earold foster mother called 911 and the child was transported t
hospital where she was pronounced dead. The night before, the foster mother put the infant to s
adult bed between herself and her boyfriend to monitor the infant because she had been sick for
of days and had a fever. The infant was last seen alive by the boyfriend at 2:00am when he chg
fever and repositioned her on her back to help theathe. The infant had been given a nebu
treatment earlier that day and Tylenol before bed. The infant died from what is commonly kn
croup. The pathologist noted that staphylococcus aureus bacteremia was a significant contributi
inthe i nfantds death and that it may be rel a
also noted that the child was-skeeping without evidence of overlaying. The police, coroner, and [
investigated the i nf andram boyfdead Wwere urBoanddd fot death
neglect. The foster mother was also unfounded for substantial risk of physical injury to her o
children, ages 12 and 15 years. A foster home licensing investigation also was conducted.

Prior History: The deceased was her-§¢arol d mot her 6s tenth <chil
children who shared a father. The infant was born prematurely at 30 weeks gestation weighing 3
8 ounces and spent five weeks in the hospital. She entered foster nathdre and had lived with th
foster mother and her children since Febru
are wards. The first seven entered foster
report numeous injuries that were caused by extreme physical abuse. The other three children
wards directly after birth based on the physical abuse of their siblings. Some of the children h4
adopted and the others have goals of substitute care pefetiErgnination on termination of paren
rights.

Child No. 95 DOB 3/14 DOD 6/15 Natural
Age at death: 14 months
Substance exposer Unknown, mother has a history of alcohol abuse
Cause of death Congenital heart defect
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative: Fourteeamonthold toddler became unresponsive while out to lunch with higea2
old foster mother. The foster mother called 911 and the toddler was taken to the hospédt whs
determined that he was suffering from an undiagnosed congenital heart defect called Anomal
Coronary Artery from the Pulmonary Artery (ALCAPA). Doctors wanted to stabilize the child g
performing a procedure to correct the defect. Téwd day, however, the child suffered a second caf
arrest and he died the following day. Symptoms of ALCAPA may be mistaken for colic in
infants. If the condition is not treated it will lead to a heart attack. The child was small for his §
and his twin had been moved to the foster home from a different foster home a month earlier.
seen a doctor the day before the cardiac e
by a pediatric cardiologist. Two of the siblings hadall cardiac findings that were considered ben
Two mont hs e ar |-moatihold brotieedietl io d fibdtee hodesfrod Sudden Unexpe
Death in Infancy, a natural manner according to the coroner. See Child.No. 88
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Prior History: The decesed was a twin and one of six children. The mother came to the atten
DCFS in 2010 when her oldest child was diagnosed with failure to thrive. The mother was indic
the allegation failure to thrive and was referred to commtraged serviced.ater an intact family
services case was open from July 2013 to December 2013 after a hotline report alleging substa
of physical injury/environment injurious to health and welfare by neglect was indicated agai
mother because of her drinkj and leaving her children with her mother for days at a time. An
intact family services case was open from January 2014 to August 2014 after an unfounded inve
of an accidental injury to the-yearold child. All six children, ages three weeto fouranda-half
years, entered foster care in February 2015 after the mother was observed bybasedneducator
drive intoxicated with her children in the car. The three oldest surviving children are in foster c8
their maternal grandmagh and the youngest child is in a licensed foster home.

Child No. 96 DOB 1/15 DOD 6/15

Age at death: 5 months
Substance exposer No
Cause of death Complications of Hypoxic Ischemic Encephalopathy
Reason For Review Openintactfmi | y services case at ti me
Action Taken: Investigatory review of records

Narrative: Five-monthold infant died in her home while in the care of a nurse. The infant wag
with Hypoxic Ischemic Encephalopathy (brain damagesedwhen a i nf ant 6 s b |
enough oxygen and blood) and had resulting medical complications including cerebral palsy. Sh
the care of a childrends hospital f or t hheur
hospice nursing carfor six days prior to her death.

Prior History: ~ The family became involved with the Department in April 2014 following a phy
altercation between the 4@arold mother and 4%earold father in the presence of the infant. T
parents had takethe baby to a neurology appointment and learned that she would have special n
the remainder of her life. While in the parking lot at the medical facility, the mother blamed the
for the diagnosis and attempted to strangle him. The fatheweld the mother and broke her nose.
infant was in a car seat in the back of the car during the incident. The infant was admitteq
chil drends hospital for care and the mothe
mother wasndicated for substantial risk of physical injury/environment injurious to health and w
by neglect. The father was unfounded for the same allegation. The parents, who were experien
Sstress because of the i ivétathe dpeningrotan intadh fansly seruig
case. They engaged in services including counseling and support groups. Their caseworker vis
at their home five days before the infant6s
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16-YEAR DEATH RETROSPECTIVE

ToTAL DEATHS BY CASE STATUS FY 2000TO FY 2015

FISCAL 200009 AVERAGES
YEAR (10YR TOTAL) 2010 2011 2000-15
CASE # % # % # % # % # % # % # % # % # %
STATUS
Ward 272 25.0%[1 19 22.9% | 25 22.1% | 19 17.9% | 15 16.1% | 19 19.2% |24 25.0% | 393 23% | 25 23%
ggfgundecj 204  18.8%|[ 17 205% | 23  204%| 32  30.2% |19 20.4% |28 283% |30 31.3% | 353 21% 22 21%
PendingDCP || 116 10.7%(] 14 16.9% | 17  15.0% | 12 11.3% |12 12.9% |16 16.2% |14 14.6% | 201 12% | 13 12%
indicatedDCP || 73  67% [ 7 84% | 8 71w | 12 11.3%| 10 10.8% 61% | 5 52% | 121 7% 7%
Child of Ward | 41  38% [l 7 8.4% 350 | 1 0.9% 0.0% 0.0% | 1 1.0% 54 3% 3%
Open Intact 170  157% 1 9 108% | 21  18.6% | 14 13.2% 75% |10 101% | 3 3.1% | 234 14% 15 = 14%
Closed Intact 47  43% 12 24% | 3 27% | 2 @ 1.9% 86% | 2 20w |9 9.4% 73 4% 5 4%
Open
Placement/ 68 63% @1 12% | 8 71% | 1 09% |10 108% |13 131% | 6 6.3% | 107 6% 7 6%
Split Custody
Closed
Placement/ 12 11% 5 60% | 2 186 | 1 o09% |4 43% |0 00% |0 00% 24 1% 2 1%
Return Home
Others 83 76% W2 24% | 2  18% | 12 113%| 8 86% |5 51% |4 42% | 116 7% 7 7%
el YMl 1086 100% [[83 100% | 113 100% | 106 100% |93 100% |99 100% |96 100% | 1,676 100% [ 105 100%
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CHILD DEATHS BY DCFS CASE STATUS AND M ANNER OF DEATH 2000THROUGH 2015

FISCAL YEAR a0 10
Total Deaths 1086 83

Ward 272 19 25 19 15 19 24 393
Natural 152 16 10 8 6 8 10 210

Accident 42 1 3 2 2 4 3 57

Homicide] 53 1 8 7 3 4 9 85

Suicide 12 0 2 2 1 1 1 19

Undetermined 13 1 2 0 3 2 1 22
Unfounded Investigation 204 17 23 32 19 28 30 353
Natural 79 4 9 6 3 5 5 111
Accident 68 4 7 13 7 9 12 120

Homicide | 34 4 2 7 3 6 4 60

Suicide 4 4 2 0 0 1 2 13

Undetermined 19 1 3 6 6 7 7 49
Pending Investigation 116 14 17 12 12 16 14 201
Natural 44 0 4 4 2 5 3 62

Accident 25 7 9 4 3 2 4 54

Homicide 28 2 0 3 3 1 3 40

Suicide 2 0 1 0 0 0 0 3

Undetermined 17 5 3 1 4 8 4 42
Indicated Investigation 73 7 8 12 10 6 5 121
Natural 30 4 2 3 1 0 1 41

Accident 27 1 2 4 6 1 1 42

Homicide 7 0 3 3 1 1 1 16

Suicide 0 1 0 0 1 0 0 2

Undetermined 9 1 1 2 1 4 2 20
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00-09

FISCAL YEAR (10YR Total) TOTALS
Child of Ward 41 7 4 1 0 0 1 54
Natural 18 3 2 0 0 0 0 23
Accident 10 2 0 0 0 0 0 12
Homicide 6 1 1 0 0 0 0 8
Suicide 0 0 0 0 0 0 0 0
Undetermined 7 1 1 1 0 0 1 11
Open Intact 170 9 21 14 7 10 3 234
Natural 82 5 12 4 1 4 0 108
Accident 43 1 3 5 4 3 1 60
Homicidel 23 ‘ 0 4 1 0 2 1 31
Suicide 2 0 0 0 0 0 1 3
Undetermined 20 3 2 4 2 1 0 32
Closed Intact 47 2 3 2 8 2 9 73
Natural 17 1 0 1 1 1 3 24
Accident 15 0 3 1 3 0 1 23
Homicide 10 0 0 0 2 1 2 15
Suicide 0 0 0 0 0 0 0 0
Undetermined 3) 1 0 0 2 0 3 11
Open Placement/Split Custody 68 1 8 1 10 13 6 107
Natural 44 1 2 0 5 10 4 66
Accident 8 0 4 0 3 1 1 17
Homicide 7 0 0 1 1 2 0 11
Suicide 0 0 0 0 0 0 0 0
Undetermined 9 0 2 0 1 0 1 13
Closed Placement 12 0 0 0 0 0 0 12
Natural 8 0 0 0 0 0 0 8
Accident 1 0 0 0 0 0 0 1
Homicide 3 0 0 0 0 0 0 3
Suicide 0 0 0 0 0 0 0 0
Undetermined 0 0 0 0 0 0 0 0
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FISCAL YEAR (10YR Total) 10 TOTALS
Adopted | 6 || o 0 0 0 0 0 6
Former Ward 11 1 1 1 2 4 2 22
Return Home 10 5 2 1 4 0 0 22
Interstate compact 3 0 0 0 0 0 0 3
Preventive services I 33 I 0 0 1 1 0 0 35
Subsidized Guardianship I i I 0 0 0 0 0 0 1
Child of former ward 4 0 0 0 0 0 0 4
Extended family support 6 0 0 5 0 0 2 13
Child Welfare Referral 10 1 1 5 5 1 0 23




SPECIAL INVESTIGATIONS

PSYCHIATRIC HOSPITALIZATION AND MEDICATION OF PRESCHOOL WARDS

| NTRODUCTION
The Inspector General investigated the death of ayfearold foster child who died from abuse inflicted
by her fostermo#ar , who i s now serving a |ife sermtdance for

half when she came into care with her tmmdta-half-yearold sister and ongearold brother. After a

short stay with a maternal grandmother who was overwhelmed kgyatkeof three young children, the

siblings were placed in a traditional foster home. Within six months, their newborn sibling was placed in

the same home. There is no regular respite offered to traditional foster parents who care for young sibling
groupsof foster children under the age of three. The foster mother in this case had biological children of
four and seven years old in addition to the four foster children. When the child turned four, her foster
mother began having difficulty with her. The givhs eventually psychiatrically hospitalized two months
before her homicide based on the foster motherds
verify if the reported behaviors existed across settings at the Stekimgeegarten program théte child

attended.

The I nspector General s investigation found sever
safety and cal l into question t he validity of
hospitalization. Additionally,the investigation found that a mental health therapist had handed the
distressed foster mother a controversial, jgoience treatment book. The author, a former dog groomer,
promoted radical, pathological methodologies to be used on foster or specmlchéddakn. The young

foster parent, overwhelmed with the care of six small children, including the stress of caring for a
newborn, appeared to scapegoat thefmaro | d. The foster childbs early
the Inspector General to mduct a systematic investigation into the practice of DCFS and the DCFS
Screening Assessment and Support Services (SASS) funded program in the psychiatric hospitalization of
DCFS children ages four and younger. The investigators reviewed all availabldsrécadetermine

whet her reported behaviors | eading to the chil dr ¢
investigation also examined whether hospitalizations were based on fundamental attribution errors, which
occur when behaviors are exipled by internal personality traits or dispositions but the environment in

which the behaviors occur is ignored.

SUMMARY

Inspector General investigators obtained data from the Office of the DCFS Guardian of all three-and four
yearold wards who had begpsychiatrically hospitalized from March 2010, when the Guardian began
tracking the hospitalization of young children, through 2012. The data includes 32 children, including the
child detailed above. Thirtgne of the 32 childrehad reports of aggressibehaviors that contributed to

their hospitalizations.

Of the children in this investigation, those who received necessary comybaniéy services, that
enhanced prsocial development, fared better.

The I nspector Gener al 0 s ertha chitdsvelfarg antd mental hdalthcsysterasd o n
looked at these often traumatized children through developmental and ecological lenses. A developmental
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lens views behaviors in the context of aggropriate and normal developmental struggles, considering

the emotional and social competencies of the individual child and the parent or caretaker. A
devel opment al l ens places into context common pro
childbébs sleep and bedti me hoa ahildiwitheexpressvenat receiveo gni z |
language delays may have behavior problems. A child with communication deficits can easily become
frustrated and exhibit temper tantrums or aggressive behaviors. One child, four years and 11 months old,

had the expssive language of a child aged two years and 11 months. He only received 15 minutes of
speech therapy a week at school, which was hardly effective considering the obstacles his speech deficit
presented to preocial skills development.

An ecological apprach stresses the importance of placing psychological phenomena in context. Children
are social learners and acquire behaviors from-tatace interactions with parents and family, and
might in turn use what they learned when interacting with peers (Kedd.indahl, 2001).

As many as a third of children who come into care have seen or been victims of domestic violence in their
homes. One thregearold boy in this investigation came from a family with an extensive history of
domestic violence. He eneat foster care after his mother committed suicide by shooting herself in the
head; he was on the front porch at the time. Previous Inspector General investigations found that children
exposed to violence may freeze, withdraw or, sadly, imitate the aggr&sme children become
protective of family members and feel a sense of failure or guilt for not being able to stop the violence.
When children are caught in an untrustworthy environment, they may not have the ability to trust a new
environment when thewre first placed in foster care. Violence inflicted on children directly and
chil drends observations of violent acts are both
aftermath of his motherb6s suicidd hoegédr t wec eihvdd
hospitals in adjacent communities provided such services.

Approximately 600,000 of the children born in the United States each year may have been prenatally
exposed to alcohol. These children may suffer from a broad range ofild#cincluding longerm

health, behavior, development, and academic achievement. Five mothers in this investigation reported
using substances while pregnant; two gave birth to a substaposed infant. The DCFS substance
abuse screen does not speaific target prenatal alcohol use and prenatal health records were not
obtained, even for those infants who came into state custody at birth or shortly thereafter.
Neurodevelopmental disorders associated with prenatal alcohol exposure are a seriousegliblic h
problem. In all but three cases, the records were silent on this risk factor. Recent literature suggests the
use of vitamin supplements (choline, folate and vitamin A) to prevent or ameliorate the effects from fetal
alcohol exposure.

The intense angty and fear that often follow a traumatic event can be especially troubling for children.
Some children may demonstrate regressive behaviors such as thumb sucking or bed wetting, may be more
prone to nightmares and fear of sleeping alone, and may se@dhfermance in school suffer. Other
changes in behavior patterns may include throwing tantrums more frequently, displaying aggressive
behaviors, or withdrawing and becoming more solitary.

Preschool children typically display negative emotional behaviehen frustrated or irritable. The

severity of such behaviors varies depending on the temperament of the child. The degree of difficulty of
these behaviors depends, in part, on theSomedivi du
studies(Rubin, 2004) suggest temporal relationship in which placement change precedes and may
contribute to attachment distress, leading to increased aggressive behavior, which often results in visits to
emergency departments and even hospitalization.
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Although admission to a psychiatric inpatient unit may be necessary for management of risks when
communities do not have viable alternatives, Marsenich (2002) noted that no evidence supports the view
that hospitalization leads to loitgrm, positive outcomes eglve to other care options. Instead, we must
focus on increasing intensity or quality of services and placements in the community for the youngest of
our children, including greater collaboration between hospitals, foster parents, child welfare staff, and
community mental health providers to assure that the best community care is provided in a timely fashion.
It is clinically unsound and ethically problematic for a young child who enters foster care with
inappropriate learned social behavior to be givememtal health diagnosis before the child is given
enriched opportunities to learn psocial skills in a reinforcing environment; remedial skills training
should be the prudent course of action by a foster care agency.

Methodology

The investigators didied the 32 children into three cohorts based on their age upon entry into foster care.

Using an ethnographic qualitative records review,

life prior to and after their hospitalization. This contextludes the reasons the child came into foster
care, the level of isolation or support to the foster family, and whether the child was placed as part of a
sibling group, as well as the timely use of evidebased or evidence supported treatment intervenition

and strategies. The investigation also deter mi
recreational or community activities. The investigators paid special attention to transitions, including the
number and | engt h o tason foi ttamkitionsy éand chanbea ofecasewortkess, andr
agencies.

Emerging concerns regarding the effects of psychotropic medication on very young children demanded a
deeper analysis on the eight children in this investigation who had either been prdsthmibad (mood
stabilizer), Risperdal (second generation antipsychotic), or Depakote (used to treat adult seizure disorder
and adult Bipolar Disorder; used dffbel for pediatric seizures), or whose records indicated a
discrepancy between the prescribamgd consulting psychiatrist. Further analysis also examined issues
related to problems with the administration of the psychotropic medication. In some cases, the foster
parent di sagreed with medicating t hecator inlotder a nd
cases, the child faced a chaotic home, which was likely, rather than a psychiatric disorder requiring
medication, to be the root cause of disruptive behaviors.

Findings

The investigation found that 94% of the children in this report weterovided norchemical, evidence

based interventions before their initial hospitalization. Only six children in this investigation did not
receive psychotropic medications, although one of the six children initially received a prescription that
was laer determined unnecessary. Contextual assessment of a child using a Functional Behavioral
Assessment may obviate, or at least minimize, the need for both psychiatric hospitalization and
psychopharmacologic therapy. In the field of psychopharmacologgretiff providers maintain differing
opinions on treatment strategies for various conditions and behaviors. This study was not intended to
critique therapeutic choices; its goal is to emphasize the need to rule out less invasive, and potentially
more benefi@al, nonchemical strategies before turning to psychopharmacological therapy.

The Need for Ecological and Developmental Assessments
Doctors, especially when prescribing psychotropic medication for children, must have an accurate clinical
picture. Psychiists rely on patients or informed sources for information on behavior and symptoms

outside of the hospital or office setting. For DCFS wards, this source is overwhelmingly foster parents.
There was little evidence of the doctors obtaining additional aroborating information from
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caseworkers, daycare providers, teachers and therapists. Using only one of these sources may lead to an
improper diagnosis and possible inappropriate medication, especially when an overwhelmed foster parent
provides the informtion, or when the symptoms and behaviors described are not placed in a timeline or
within a context. This problem is compounded by the tendency to generalize from extreme but rare

incidents. Too often, psychi at r iokstlike. Theopsyechiattic k n o w
assessments did not include either an ecological or developmental analysis that would ensure that a
childbébs response to chaos and or abuse is not car

f ost er par aof prébematicebehaviors pvithoub determining whether the problem behaviors
exist across settings, and failed to consider a Functional Behavioral Analysis that might eliminate the
need for psychotropic medication. Screening Assessment and Support Sewiesgly uses the
Childhood Severity of Psychiatric lliness (CSPI) screening tool when assessing children under age six.
However, the CSPI has not been validated for this age group and was never intended to be used for such
young children.

Models stresing personpathology have long dominated the study of behavioral, emotional, and learning
problems. Discussions of cause, diagnosis, and intervention strategies make this apparent. Foster children
who deal with multiple transitions and are exposed tono$evere treatment or neglect are especially
likely to be harmed by a strictlyersonbasedpathological approach.

Lack of context or simple listing of symptoms or incidents can lead to exaggeration of symptoms and
recorded misinformation. Amplificationn turn, can lead to classification in a high risk category that
places children on certain trajectories. For exan
children under five, said he was trying to set the house on fire and attemptitighie kat. Eli did not

actually try to start a fire; he and his sister were playing in the bathroom where the foster mother had left

a lit candle. During play, they tossed toilet paper near the candle that caught fire. Eli also had a nightmare
about thecat. The foster mother also reported that he had been expelled from daycare because of his
aggression but Inspector General investigators found this to be false; the foster parent lost funding for
employment related daycare when she could not provide rmgdef her seffeported homdased

business. When the foster parent took Eli to the Emergency Department, they arrived around 8:00 pm.
Medical records note that Eli was jumping on the betth@tEmergency Department and was not moved

to the unit until 1:00 am. The attending physician requested Tenex (ceradllyg alpha
agonist/centrallyacting antihypertensive; used to treat adult hypertension and uskdbelfffor heroin
withdrawal , mi graine headaches, a chobtrogceMedicatiomr i ¢ AD
Consent Line seeking approval for t he psychotrc
psychiatrist asked why the doctor requested Tenex over an antipsychotic. The next communication
documented in the database maintained bythecs ul t i ng psychiatristds staff
was rescinded and a request for Risperidal had been approved five days after the initial request.
According to hospital records, Eli no longer required medication and was discharged that santk day

no prescriptions. Eli told psychiatric hospital staff that he was bored at home while the foster mother
watched television all day.

The Need for Collaboration and True Integration of Information

This investigation demonstrated a need for a motestantial collaboration between the medical
providers involved in a childbds care. There is a
Whil e <collaboration between the Departmentads Cli
manayers is critical for the duration of all cases involving serious mental health concerns and very young
children, collaboration is of utmost importance at initial intake and at the 30 dahqspstalization

staffing. While some case files included evideé professionals raising important contextual questions

or recommending less invasive interventions, there was no integration of or documentedifobow

those recommendati ons. With representativwds of eas
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each other, discrepancies in their care can be explored and hopefully rectified. More importantly, a true
participatory staffing would ensure uniform review and compliance with parameters and guidelines.

In addition, the investigation found that pegtropic medications, including antipsychotics andlalffel

use medications, were being prescribed without obtaining consent from the DCFS Guardian. One doctor,
a neurodevelopmental pediatrician, prescribed Trileptal to a-yeasold without obtainingthe
appropriate approval. Medical records of this child indicated he planned to useldiwebfhedication if

an EEG warranted a need for it. However, the investigation found the EEG was never administered but
the medication was prescribed anyway. Thse manager requested consent for this medication two
weeks after the child began taking it. Approximately one month later, this child was hospitalized as a
result of a severe cutaneous adverse reaction to the medication, known as Drug Reactionesitlh Sys
Symptoms (DRESS).

The investigation also found that once psychotropic medication has been prescribed, there is no required
reassessment at specific intervals to ensure that only the minimum required chemical interventions are
used.

Children six andunder who are referred to Crisis and Referral Entry Service (CARES) need to have
Specialized Assessments that would ensure implementation of recommendations contained in this Report
and evidencéased practice. The Specialized Assessment must includenméot i on r egar di ng |
typical daily schedule (weekday and weekend), identified problematic behaviors, and data from multiple
sources to determine whether those behaviors exist across settings, as well@ntdié collaterals to
determine to Wwom the child feels special. Supervisors must ensure that each case manager solicits
information from all caregivers, school staff, and daycare providers and other relevant professionals
through a Child Behavior Checklist. A Functional Behavioral Assesssteruld be pursued prior to
hospitalizing a young child. Several psychiatric hospitals noted the risk these young children face on units
with older children and the lack of appropriate programing for such very young children. This suggests
that alternaties to hospitalizations should be supported.

The Need for Critical Ancillary Services and Supports to Child and Caretakers

Al | of DCFS®é preschool age chil dkindergartenhpmogramd. b e i
Children in this investigation, wheceived necessary communiigised services that enhancedqwoial
development, fared better. Critical ancillary services include system of care services, to provide continuity
and linkage to the community, occupational, speech or other remedial thendpyvolvement in extra

curricular activities. Children provided with these resources were able to significantly decrease both the
number of hospitalizations and number of psychotropic medications. Any treatment modality must
involve the caregiver as Weas a realistic appraisal of supports that the caregiver may need. Several of

the children in this investigation suffered from ever shifting visitation schedules that appeared to ignore

the confusing effects these changes had on the children. The nofitasitions many of these children
experienced was inexcusable.

For thefull report Use of Psychotropic Medications and Psychiatric Hospitalizations of Three and Four

Year Olds see DCFS Websitevyw.illinois.govidcfs and <c¢l i ck oneditOdrf i Gen erfalf
under AAbout Uso
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OIG RECOMMENDATIONS /DEPARTMENT RESPONSES

The Department has a heightened responsibility to children who come into their care from high
risk situations.

1. Young children from families with high risk histories of violence,and/or substance abuse and
mental illness should receive timely ameliorative and preventive services when they first come into
foster care. Young children from high risk households who exhibit aggressive behaviors should
receive first line evidence and irrural areas, preferably homebased interventions such as Parent
Management Training i The Oregon Model (PMTO), Parent Child Interaction Therapy (PCIT),
Incredible Years, and Collaborative Problem Solving.

Integrated Assessments will identify these chitldess they enter care and make recommendations for
ameliorative and preventive services in final report when appropriate and available. Preference will be
given to evidence informed, home based services. The State Provider data base will assist in
identification of home based evidence informed servités. Clinical Division has reviewed program

plans for counseling and therapy providers to ensure the requirement for therapy providers to demonstrate
training and competency in the utilization of trauma infed evidence based practic he treatment
providers can then apply for credentialing in trauma informed evidence based practice once the revised
contracts are received.

2. An ecological and developmental focused Specialized Assessment must be used fddremi
under age 6 who have been referred to the CARES hotline or for whom the Guardian receives a
request for psychotropic medication. The Assessment should include the following:

a. Description of identified problematic behaviors;

b. Ecological and Developmerdl perspective including prior trauma and neglect suffered by
the child and number of transitions;

c. Corroboration of whether identified problem behaviors occur across settings; with Child
Behavior Checklist from key informants including foster parents, reldives, teachers, early
education providers, and other relevant professionals;

d. The ecological and developmental perspective include prior trauma and neglect suffered by

the child and number of transitions the child has encountered:;

A description of typical day (weekday and weekend);

Description of sleep routine; visitation schedules, foster home composition;

A Functional Behavior Analysis of the chil débs
Description of nonchemical evidencebased interventions that will be attempted prior to

use of psychotropic medication.

SQ o

DCFS Policy Guide "Prescribing Psychotropic Medication to Children Under 6 Years Old in lllinois State
Guardianship" is in process which delineates management of requests for psychotropic medication and/or
psychiatric hospit&zations for young children.  Currently, the DCFS Consent Unit is notifying the
Psychology program whenever there is request for psychotropic medication and/or psychiatric
hospitalization for wards under six years. For children in Cook County, thelgewviéiferred to one of the

DCFS Division of Clinical Practice and Professional Development Continuity of Care Centers (CCC.)
The CCCs provide outpatient psychiatric and therapeutic services for youth with mental health problems
that are causing significadistress or functional impairment in their family, school or other environment.

A second CCC will be opening in the Springfield area soon. The child is referred for a three month
therapy trial. If the child is already in therapy at another locationacbrg made with that therapist to

notify them about the psychotropic medication request and to have the comprehensive Diagnostic form
completed. Children in regions not serviced by a CCC will be linked with a comparable level therapist.
All of the children will receive a comprehensive Diagnostic Assessment. This assessment will be revised
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to include recommended ecological and developmental informdti@nassessment will be completed by
the therapist as part of initial intak&€he child will bereferredvia our outpatient psychiatric referral
process using CF&31-2 submitted to OUTLOOK mailbox PSYCHIATRIC REFERRAAfter the 3
mont h tr i aéed fortpsyehiatdchnietvahtios will be assessed.

Inspector General comment: The Department shoukpand the CCC agencies to become community

based care lead agencies that manage therapeutic services required for this vulnerable population.

The CCC agencies could act as umbrella agencies that provide crucial ancillary services such as
functional behavor analysis, occupational therapy and speech therapy in meaningful dosages to
ameliorate these childrends behavior problems and
antithetical to trauma focused therapy, but help integrate the child into themmunity. The

Department should contract with the University of Illinois at Chicago Child and Adolescent Diagnostic

and Family Support Program through the Developmental Disabilities Family Clinic as a CCC agency.

The program currently provides comprehews interdisciplinary assessment and services to children

with complex developmental and soegmotional concerns.

3. The above assessment should be developed with collaboration and shared with all professionals
involved in the childés care.

After review of psychotropic medication request by the consulting psychiatrist, the Guardian's Office
informs the caseworker and consulting psychologist that a need for further assessment is Tieeded.
draft assessment form has a box at the bottom indicating ibaiflhared with necessary persons. The
update will include the collaboration piece.

4. SASS must stop using the CSPI on children six years of age and under.

The CSPI has been revised to more accurately reflect the needs of children under the age af six. Th
revision is currently undergoing review by national experts and will be presented to the Department upon
completion of that review. It is anticipated that the revised instruments will result in a more effective
response to young children in crisis ations. The CSPI will continue to be used for the time being until

a successor assessment tool can be established. Ceasing the use of the CSPI at this time would leave the
SASS program without an assessment tool for children under six.

Inspector Generalcomment: The harsh reality is that SASS used and continues to use an invalid
assessment tool for this population that has caused harm to vulnerable children.

5. Children age 6 and under who are at risk of psychiatric hospitalization must be offered critical
ancillary services, including System of Care (SOC) lifkup services, occupational therapy and
extra-curricular activities. The Department with the help of its Medical Director needs to assure
that young wards with aggression problems and speech delays e enhanced speech therapy.

The Intensive Placement Stabilization (IPS) program is invited and attends all CIPPs in person, when
possible, including for children six and under to assess whether the child and family could benefit for
intensive inhome grvices.| PS services can be accessed by the
disruption. Caseworkers can request IPS services if there has been a history of placement instability and
want to be proactive to ensur @S dlsh proviges stabitizateon p | a c ¢
services to children stepping down from a higher level of care to ensure supportive services are in place

for improved changes for success. Further information is in Procedures 3BieBive Placement
Stabilization Servies
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6. The Department must ensure that all therapy provided to our wards is evideneeased.

The revised counseling and program plans for FY16 incorporates the requirements for therapy providers
to demonstrate training and competency in the utilizatidnaoina informed evidence based practice are
being finalized by contracts and will be mailed to providers. The treatment providers can then apply for
credentialing in trauma informed evidence based practice once these revised contracts are received.

7. The Department must ensure that all preschool aged wards attend State pkéndergarten or
Head Start programs.

This is already procedurally required per Procedure 3Ehily Childhood EducationA reminder will
be sent to DCFS and POS staff and we willfaslsupervisor documentation to be in file to confirm

8. During the Integrated Assessment the clinical screen should sensitively inquire if the mother
may have used alcohol prior to her knowing if she was pregnanBecause recent studies have
demonstrated promising potential in the administration of Choline, folate and Vitamin A both
prenatally and for use with children who have a risk of prenatal exposure to alcohol, the
Department should ensure that foster parents receive a stipend to offset the costs sfch
supplements for infants and younger children who come into care with any indication of maternal
alcohol use.

The DCFS Medical Director is not in agreement with this recommendation. While she does not think the
supplements will hurt the child, sheshsome concern that they have not been scientifically proven to help
the child. The Integrated Assessors do ask about alcohol usage as part of the assessment process.

9. The Department needs to train foster parents and caseworkers on firdihe interventions
recommended in the Departmentds consulting psychi

The Department is developing a sp#ced training for all staff and foster parents.

10. The Department should ensure that the neurodevelopmental pediatrician involved doestno
treat any ward of the state, including prescribing psychotropic medications.

The Department consulted with their consultant regarding this recommendation. The consultant noted that
this doctor should not be prescribing to wards. The consultant ltaseglsested that their programmer

run a query to identify all medication consent requests from this doctor over the past four years and will
make that data available to the administrator of the Psychology and Psychiatry programs.

10. When a consulting psychatrist attaches a qualified approval for psychotropic medication, the
Department must ensure that the qualifications are met.

The Guardianés Office wild/l expl ore developing a p
11.The Guar di an édsretaidfP$ychotrepic Miedicatibn Request Forms completed for
wards and ensure that first |l ine treat ment s, as o

have been provided prior to approval for psychotropic medication.

The Guar di a nldexplor® ddvelopimy awprotess to ensure that first line treatment
recommendations are completed prior to approval psychotropic medication.
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SHELTER AND RUNAWAY REPORT

| SSUE

The Office of Inspector General réoed a complaint that a 14 yeald DCFSward was twice refused+e
admittance to a shelter for teen girls after returning from being on run. The complaint also referenced
another 14yearold girl who was sexually assaulted. After interviewing the girl, the police contacted the
same shelter to picher up. No one arrived and as a result, the girl was forced to spend the night in lock
up at the police station.

INVESTIGATION

The Department contracts with six facilities in Cook County designed to providetatmorshelter for

youths entering intahe child welfare system. The current shelter care system is severeliaxeer
because of a lack of alternatives for youth to transition into more permanent placements. While the
system was designed to house youth for up to 60 days, the current avayagesx to nine months and

many stay over a year. Moreover, the current system includes shelter care for many young wards,
including infants, whose first introduction to DCFS care is a shelter placement and who would be far
better served by a network gpecialized emergency foster homes, instead of institutional care. The
shelter at issue was designed to house up to 15 girls between the ages of 14 and 16.

Problems I dentified with the Departmentdés Monitor

Thelnpector Gener al investigation disclosed seriouc
shelter facility:

1 The Department had noted serious flaws in the program, such as lack of programming for the
girls, serious incidents such as arson, large nusnbiegirls on run, lack of adequate computers
for the girls, failure to get the girls to medical appointments or therapy and the general shabbiness
of t he home. The Departmentés response to the
during 2014, haw the facility draft its own corrective action plan, and then failed to monitor
implementation of the plan that was drafted.

1 While the facility was paid a set guaranteed rate based on occupancy of 11 girls, the facility had
an average daily occupancy raié approximately 7 girls. Despite the small population, the
facility was often staffed with volunteers instead of paid workers. Monitors failed to ask where
the money was going.

1 The facility paid $100,000 and $80,000 respectively to the executive dir@etbra clinical
director who were rarely present at the facility. Monitors failed to question their compensation.

T The I nspector Gener al investigation found tha
lobbying and fundraising efforts on behalf of tlaeility. DCFS Rules prohibit the Department
for compensating a facility for either of these functions.

1 DCFS Rules prohibit any vendor from being compensated for administrative costs in excess of
20%. The facility was compensated for administrative exgeifgr in excess of 20% of direct
costs, but despite 90 visits by monitoring to the facility, the question was never raised.

1 The Inspector General investigation confirmed the allegation that a 1-blgeaho was on run
from the facility was forced to spdra night in a police lockip after being a victim of sexual
assault because no one from the facility went to pick her up, despite having been contacted by
police.
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1 The Inspector General investigation confirmed that on two occasions, another 14 yeak old gir
who was on run, was refusedestrance to the facility.

1 The administration of the shelter care system often failed to communicate important policy
changes to the shelters.

Missing Children

The Inspector General investigation also disclosed problkeing h t he Department 6s r e
children. This particular shelter had 1600 run incidents in one year. While the Department has a
specialized unit dedicated to assistance in locating missing youth, the unit does not physically search for

the childen. The unit has also failed to analyze the population in a meaningful way to allow a stratified
response to the heterogeneous group of runners.

A missing or runaway ward is defined as a child or youth for whom the Department is legally responsible,

who leaves his or her place of residence without the consent of the person or entity given responsibility
for his or her care and custody. 89 111 . Adm. Cod
to include wards aged 18 to 21. The Departmentgsses approximately 15,000 reports of runaway

youth each year. According to DCFS data, the majority of missing wards on a given i are

adult wards (1 1 year ol ds) who c¢choose to be absent. T
differentat b et ween these fAmissingo adult wards withou
and younger missing wards who are at a significantly higher danger level. Additionalyitels(66%)

of the 15,000 reports appear to be children (or adults) whgane less than 24 hours. Some are gone for

only an hour. "Missing wards" include wards who violate pass or curfew poliouth who ask to visit

family or friends and go without permission or return late. This policy does not differentiate between 18
yearolds requiring residential placement because of a compromising condition and -tidgeaho are

not bona fide missing.

At the same time, buried within the 15,000 reports are the fewrtsklchildren who are suspected of

being abducted. DCFS datanfirms that missing children under the age of six are few in number
(between one and three are reported per day) and missing children between the ages of seven and thirteen
average between four to six per day. The younger children are more likely exbdBoth groups of
children comprise |l ess than 5% of the DCFS categ
DCFS does not structure its data collection so that one can easily and immediately access information on
youth ages 14 yeanld through ¥ yearold for whom the missing status is unusual, who may be involved

in human trafficking, or who suffer from developmental disabilities or severe mental iliness.

The Inspector General investigation analyzed the population of runners and found:

1 The Ingector General investigation found that for every child reported missing, the caseworker is
required to complete a plethora of forms and paperwork, much of which is duplicative and, at the
same time, fails to capture critical information, such as pretimtaevents, whether children
have special risk factors, such as human trafficking or developmental disabilities, whether they
are frequent runners, and if so, where they have gone in the past.

1 The Unusual Incident Reporting system that was used to track was nothing more than a
compilation of numbers which was never analyzed to provide a more effective response.

T DCFS Rules require that Adi spositionsodo be fil
valuable information. The Inspector Generalédstigation found no dispositions filed for the
period of time reviewed.
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1 Many facilities reported that several of the wards that they had reported missing were only
considered missing because the facility was unable to reach the caseworker to approfera pass

the ward.
The Sheriffoés Office has a speci al unit dedicated
however, that they are often delayed by an inabil

to locate the missing chil

The full report,Cook County Runaways and Shelter Facilitisgttached to this report as Appendix B

OIG RECOMMENDATIONS /DEPARTMENT RESPONSES

1. The Department should redefine its search procedure including the following:

a. The Department should amendRules to eliminate adult wards, who are not high risk
(developmental disabilities, mental illness, human trafficking, in critical need of
medication or bona fide missing) from Rules and Procedures 329.

b. Adult wards without disabilities who chronically absent themselves from voluntary
placements should be transitioned out of Department responsibility.

c. The Department should add a narrative field toc
include relevant information, including what the child was wearing, who ey were last
seen with, the license plate of any vehicles they left in, any statements by the child prior to
the run and precipitating events.

d. The Department should cease using Unusual Incident Reports for reporting runaways since
other DCFS forms can beadapted to be more relevant to finding the youth and
remedying precipitating factors. Unusual Incident Reports should however, track truancy
and curfew violations since early intervention on these behaviors can stabilize youth and
prevent future harm. Likewise, an older ward who is absent from scheduled
programming for short periods of time (from one to several hours) should be classified as
nonncompl i ant , not mi ssing. A rcompliandd iv riesitiental war dé
programs should trigger a clirical consultation.

e. Cook County Shelters/Centers should establish individualized Community Pass
Authorizations with caseworkers at a youth's intake, so that shelter staff does not need to
consult with caseworkers for every pass request. Shelter/centers silib have the ability to
alter agreements with good cause.

f. The Department should issue written policy concerning the conditions under which law
enforcement can distribute information including pictures to assist in locating missing
children. A streamlined process for securing DCFS Guardian consent should also be
developed.

The missing youth work group will address/plan changes to procedures/SACWIS. The Unusual Incident
Report (UIR) work group will work with missing youth group to make changes to UlRmsysgarding
missing youth. The Inspector General's report will be shared with both work groups.

2. The duties of the DCFS specialized unit for tracking and locating missing children should be
limited to those children under 18 and disabled or Bona Fide migsy adults. With lower caseloads,
the Unit can provide more technical assistance searching databases and assist in contacting
extended family and friends.
a. The Department should ensure that the Unit has a database structure that enables it to
track and provide analysis on frequent runners. The Unit should be the electronic
repository of all critical information on frequent runners: Child Identification Form, all
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De-Briefing Forms (completed when a youth returns from run) and an updated digital
photo of the youth.

b. The Unit should develop an outreach recovery unit for highly vulnerable children that
works closely with the Cook County Sheriff and other law enforcement. The Unit
operations should include an afternoon and evening schedule.

c. For frequent runners, shelter staff in consultation with the specialized Unit should complete
the DeBriefing Formiwhen a ward returns to the shelter system

The Shelter Administrator and appropriate licensing/monitoring staff will complete work plan to address
this recommendain. The Shelter Administrator will review Department Rule, policy, and procedures
regarding transportation.

3. The Statewide Shelter Care Coordinator must centrally track all significant failures and
problems of shelters. All Corrective Action Plans, Licering and other complaints about shelters
must be shared with the Statewide Shelter Coordinator. The Coordinator must review all existing
Rule, Policy and Procedure and ensure that it is consistent and addresses responsibility for
transportation in all fore seeable circumstances.

A workgroup will be constructed including representatives from Operations, Clinical, Monitoring,
Licensing, Legal, Strategic Planning to begin discussion and planning. The Department can determine
number of youth with serious mathealth challenges. The same will be done for youth involved in
Juvenile Justice System.

4. The Shelter System should be revamped to include the following:

a. The Department should expand its existing system of emergency foster homes to
accommodate children13 years and younger, and their sibling groups, coming into care
for the first time.

i. All emergency foster homes should be on a centralized database to reliably track
available homes for matching;

ii. All emergency foster homes should be required to transporthildren to their schools
of origin to help stabilize and lower the trauma to the children.

b. The Department should determine the number of older Cook County shelter youth with
histories of serious mental illness who cycle in and out of the present Shelsstem. The
Department should develop a specialized stabilization center for this population of youth.

i. In addition to clinical services, this stabilization center should have an outreach unit
that functions similarly to homeless mental health deliveryervices.

ii. The stabilization center should host supportive NAMI (or similar) groups for relatives
or other child centered collateral of the youth who are willing to partner with
stabilization efforts.

iii. The Center should tightly coordinate educational servie t o assure the
educational rights are secured. This is crucial for those youth who are eligible or up
for redetermination for SSI benefits. The center should also provide alternative
educational programming similar to Education Options program at the Madden
Center.

c. The Department should determine the annual humber of Cook County shelter youth 15
years old or older who are involved with the Juvenile Justice System or adult probation
and who cycle through its Shelter system. The Department shoulievelop a restorative
justice stabilizing center for this targeted population, working closely with Juvenile Court
personnel and Probation. The staff of the shelter should have the ability to network with
the various Detention Alternative programs including Electronic Monitoring and Evening
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Reporting Centers and substance abuse programs. Clinical services should be provided
for those youth who have mental health or adjustment problems.

d. The Department should develop a violenc&ee stabilizing center for the older youth (over
17) involved with the criminal court system or dually involved with adult and juvenile
courts. The programming of the shelter should model a Safer Foundation approach. The
staff should work with Cook County Sheriff, Criminal Court personnel and Probation.
The stabilizing center should clearly define a nonviolence contract with each youth who
enter the program. If the terms of the center's nonviolence contract are violated the
Department should immediately inform the Juvenile Court and Adilt probation of the
violation and the intention of t he Depart mei
wardship.

e. The Department should develop a specialized clinical and educational stabilization/shelter
program for female youth who have or are at highrisk of being victims of trafficking. The
Department should consider the Cook County S
with potential trafficking victims.

A workgroup will be constructed including representatives from Operations, Clinical,tdviogi
Licensing, Legal, Strategic Planning to begin discussion and planning. The Department can determine
number of youth with serious mental health challenges. The same will be done for youth involved in
Juvenile Justice System.

5. All shelters should ke required to have transportation available 24/7 and children should be
transported to their schools of origin to help stabilize and lower the trauma to the children unless
clinically determined that the child has the ability and motivation to seHtransport and attend.

This will be included in revisions to shelter procedures. Program plans will also be updated as needed.

6. Child protection should inform the school the child is attending that protective custody has
been taken and ensure that the schoolunselor and nurse are notified.

Language will be included in Procedures 3R@ports of Child Abuse and Negleevisions. Language
will be added to Procedures 3Permanency Planning

7. The Cook County Shelter system must have designated staff at @aghelter who have access to
SAWCIS. All shelters/centers, if permitted by fire codes, should have alarms and delayed locks at
each exit with designated staff responsible for responding to alarms at all times and for timely crisis
interventions to youth cantemplating running from the facility. Each shelter shall have a written
run protocol with training approved by the Department.

Based upon the differences in design of each physical plant, each facility would have to be assessed
separately, especially sonsideration of delayed locks, in order to assure state and local fire codes are
met and signed off on by the State Fire Marshall and any other required local authority. There would not
be a blanket approval, but each facility assessed separately.

Training will review and provide feedback on the Shelter training curriculum when received from
Operations.

Appropriate divisions will meet to discuss and plan. Will need assistance from Office of Information

Technology Services (OITS). Once agreement of [gaeached, shelters will be contacted and program
plans updated.
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8. The Teen Parent Service Network clinical staff should interview and arrange newiolent
parenting training for any parenting youth in the Shelter/Center system.

A TPSN staff person wouldssess parenting needs of clients who cycle through the shelter care system.
There i s notviaolsemecdi fpiacr emmntomg training but they
physical punishment. TPSN has a Clinical Consultant who monitorsstésrof TPSN young people in

the shelters. The consultant prepares a shelter report that is sent weekly and while it focuses primarily on
moving to a permanent placement, it also captures parenting needs. The consultant attends staffings at
times for thes parents as well. The New Birth Assessment process would capture those pregnant youth
who are in their last trimester and some of the parents who are in the shelters may already be receiving
parenting support.

9. The current monitoring system is ineffetive to solve persistent and serious issues. Whenever a
facility demonstrates continued failures to comply with serious issues identified in writing that
concern child safety and welfarei the Deputy Director over the program must be notified. The
Deputy Director must approve a Corrective Action Plan, with identified sanctions and timelines, for
serious unresolved issues.

The Monitoring management team will review the submissions to the Request for Information (RFI) and
develop a Request for Proposal (RFABr external contract monitoring. Inspector General reports
regarding monitoring will be utilized in developing an RFP for the external monitoring of residential and
group home treatment interventions. The Inspector General reports regarding monityribg shared

with the selected vendor(s) as appropriate and necessary.

10. The Department program monitors must be proficient in direct vs. administrative expenses

(review of any annual audits and consolidated financial reports) and staff allocation to prode a

check and balance system that the program is complying with the program plan.

The Division of Monitoring will issue a directive to agency performance and residential monitors and
supetrvisors that part of their duties include alerting program menitontract administration and fiscal

audit staff of any suspected fiscal improprieties observed within grants anejrartsiunding programs.

11.The Departmentodos Office of Field Audits shoul d
with program monitoring staff during any Field Audit to ensure that expenses selfeported by the
facility conform with the Program Monitorés wunder
The Office of Field Audits will continue to confer with the Monitors before and after a fieltl audi

12. The monitors should receive nowlisciplinary counseling for failing to report the use of interns
to fulfill their required staffing ratio.

The employees received ndisciplinary counseling.

See Appendix B for the full report, Cook County Runavgagind Shelter Facilities, anghage 157 for
Recommendations for Wards in Residential Facilities
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GENERAL |INVESTIGATIONS

GENERAL INVESTIGATION 1

ISSUE The Office of Inspector General conducted an internal analysis of death investig
where children wereilled by their parents/caregivers within twelve montfstheir
involvement with the Department of Children and Family Services.

DISCUSSION The Office of the Inspector General investigative and error reduction §
identified lethal errors with the lllinois lGld Welfare system that resulted
serious harm or the death of vulnerable children. Inadequate assessments of the parents/caretaker
being investigated or were offered services after physically abusing their children contributed to thf]
protect the children from future harm. The review also found in situations where the infant or child {
from egregious harm there is little to no evidence that standard or evidasee interventions could safg
mitigate the likelihood of futurdarm to the child. High risk factors, such as the degree of violence
child, the lack of empathy of the adult, histories of previous domestic violence, untrustworthiness bg
deception, dishonesty or manipulation of the perpetrator or pasmesiance abuse combined with me
illness anger/hypereactivity and a history of nogompliance with treatment, were missed or naiy
reframed. The Department lac& systematic method of identifying these high risk cases and providing
depth pecialized assessment that could inform the agency and court of the overwhelming risks to t
To remedy this problem, the Inspector General recommended the development and impleme
specialized assessments when a child was a victim of egeegbuse and training of administrators and
staff on lethal errorsSee section on Error Reduction Training, pagk
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GENERAL INVESTIGATION 2

ISSUE Department contract and financial monitoring reform.

DISCUSSION In October 2011, the Office of the Insperc General, in conjunction with th
Office of the Executive Inspector General for the Agencies of the Governor,
a report concerning the Departmentdéds award d
owned by a particular individliaThe grants were plagued by forged signatures on documents purpor
substantiate expenses, excess administrative salaries, ghost employees and falsified credentials. 7
detailed numerous omissi ons an oftieseigrantsrthatgpermitted 4
abuses to go on, largely without detection.

Both the Governor and the Department accepted the following Recommendation from the Report:

DCFS contract and financial monitoring training must be required for all DCFS raragand
financial monitors, as well as those reviewing annual audits, within three months of recei
contract monitoring assignment and every two years thereafter. Training should emphasize
Program Monitor 6s c¢ hi alfknodledgey thei receipt a goods and ey,
provided.

In FY 2015, while investigating allegations of violations of rules and policies at a shelter for teen g
Office of Inspector General noted some of the same monitoring problems that hastptag Department 1
2011. While monitors visited the facility multiple times each month, the agency was never question

the $100,000 of the Executive Director and the $80,000 salary (both characterized as direct
expenses) paid to the motha the Program Director, despite the fact that neitrespresent on a day to d1
basis. Moreover, although the facility received a standard amount each month to allow for the emplo
a specific staff to client ratio, monitors noted ttrestaff at the facility wvasoften largely volunteers.

The Inspector Generatvestigators questioned financial and program monitors for the facility concernij
guestions above. Each believed it was the role of the other to have followed up on such matters.

OIG RECOMMENDATIONS / 1. The Office of Field Audits should amend their procedures tg
DEPARTMENT RESPONSES require consultation with program monitors to ensure that any|

cost allocation system and the apportionment of administrativq
expenses has integrity.

The Office of FieldAudits will amend their procedures to add to the current consultation with the Pr
Monitors, additional procedures that will address this issue. The Office of Field Audits will work w
Monitors to complete the procedures.

2. The Office of Field Audits should amend their procedures to require review of consolidate
financial statements with program monitors to ensure that allocations of costs among programs a
between administrative and direct expenses are correct.

The Office of Field Audits isvorking with the Division of Monitoring and Operations to develop procedd
to address the issue of the allocation of costs between administrative and direct expetsedgt@nohine the
best use of resources to conduct this collaboration.
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3. The Division of Monitoring must issue a directive to supervisors to ensure that program monitor
of grants and quasigrant funded programs understand that part of their duties include an analysis o}
administrative versus direct expenses and ensuring that state fundseaused for state purposeg
Program monitors should also be informed of the availability of financial audit staff to assist them iy
this function.

The Division of Monitoring will issue a directive to agency performance and residential monito
supervsors that part of their duties include alerting program monitors, contract administration and fisq
staff of any suspected fiscal improprieties observed within grants andgyaasfunding programs.
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GENERAL INVESTIGATION 3

ACTION The Inspector Geeral created an informational brochure addressing the safe stord
methadongrescriptions to mitigate the risk associated with splitting methadone dos|
storing them in nowhild proof containers.

DISCUSSION In response to foudeathsof young childrenwho fatally overdosedy ingestingj
methadone stored itheir homes, the Inspector General staff created edug
materialshighlighting safe storage practices f@eping the drug in the hom@ne child ingested methadoj
that his parent was receiving ilngpice for palliative care while he was dying from cancer. The hospig
not dispense the medication in a bottle with a childproof cap. In the cases of the other three dnd
investigationfound that methadone dosages are placed in unlabeledinewatavhen patientsplit their
dosages in order to take smaller amounts throughout the day andnikepe medicine with anoting
beverage. Though methadone prescriptions call for patients to take their full daily dose at once, the p
splitting methadone dosages to take throughout the daytisan ucommon practice; 25% of methaddg
patients may take their medicine in this manrt&ilure to secure this potent drug in a clearly lab
childproof containeunderestimatethe high risk of poisonigp and death to anyone not intended to cong
it, particularly curias children.

The education materials developed by the Office of the Inspector Gdrighdight safe methadone storag
practices, the hazards of mixing and storing methadame signs ad symptoms of methadone poisonir]
The brochure also includes graphics illustrating locations in the home where methadone should nev]
and provides a list of resourceBhe Inspector General provided tirdormational materials to the Departm
and the lllinois Division of Alcohol and Substance Abuse (DASA), which informedribpector Generaif
its intention to share the materials witsiworkersand clients
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GENERAL INVESTIGATION 4

ALLEGATION A private agencemployeeand contractor for the Deparentfraudulently claimed
two wards as dependents on his personal income tax returns, listing their nar
social security numbers.

INVESTIGATION On his 2009 and 2012 tax returns, the employee claimed one Department w
one former ward as dependent fostdildren, listing their names and soqg
security numbers.

In an interview withinspector General investigatothie employee confirmed he had never been a licg
foster parent and had never had any Departimneotved children livirg in his home. One ward had a Ig
history of living in a residential facility and the case of the former ward had been closed out years b{
employeeclaimed him as a dependent.

The employee toldnspector Generainvestigators that a foster methwith whom he previously had
romantic relationship had provided him with
them on his personal tax returnsle stated that she did that because he assisted with their care, but
unabk to provide an accurate physical description of either of thena separate interview witlnspectorn
General investigatorshe foster mother admitted giving the employee permission to claim some of he
children as dependents because he assimedrom time to time and it was a way of giving him sd
compensation. The employee justified using the confidential information for his own benefit becq
mother of his biological child, who has sole custody, had refused to allow him to clainddhghter as
dependent on his taxes.

During the course of the investigation, t he
biological motherwho was also employed at DCFS. He alleged misused her position as a Departry
administra o r t o har ass and sabotage hi m, obtain

backgrounds and employment. None of these claims were substantiated. Rather, investigators dete
biological mother had obtained an OradrProtection agast himafter he providd false documentation §
police which purportedly wouldllow him to pickup their daughter from school. Furthermore, while
Inspector Generahvestigation was ongoing, tHatherwas jailed for contempt of court when he preed(]
fabricated evidence to the court during his

I n addition to the employeebs wor k wit h -conracteg
agency as a counselor, mentor and parent coach, sometimes serving Degdientsn Comments made II
t he a gceowoeytbngcal director reflected extremely poor judgment and clinical skills when

mi ni mized the validity and i mportance of the
documenting in aremail to Department staff her unsupported belief that the Order lacked merit a
merely a tool used by a fiwoman scornedo to s

OIG RECOMMENDATIONS / 1. The employee should be prohibited from working for the
DEPARTMENT RESPONSES Department and/or with any Department wards via a
contracted agency.

The former contractual employee was placed on the barred vendors list.

2. The foster home Ilicense of the foster pare
information should be permanently revoked and she shoullde prohibited from having any Department
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wards placed in her home in the future.

The foster care license continues to be on involuntary hold. The Departib@mtion of Licensing-
Agencies & Institutions is working with the private agency in purstéwvgcation of the license.

3. A credit fraud check should be run for the current ward annually until his Department case id
closed.

This recommendation is ongoing.

4. The former ward who is an adult with no current Department involvement should be notified bout
the fraudulent use of his confidential information and the Department should offer to perform crediy
fraud checks for him for at least 3 years.

The current agreement with TransUnion does not allow DCFS to run credit reports for youth over ]
Department drafted updated language and a contract amendment with TransUnion is in proce
Department will send the offer letter once we receive authorization from TransUnion to perform the nq
checks.

5. A redacted copy of this report should be shred with the private agency where the employee is
counselor.

The report was shared with the private agency.

6. Il n 1 ight of theopwnéewvatki migealcydsr eot or 6s d
minimizing the validity and importance of a valid order of protection, and in conjunction with the
Il nspector Generalds findings in a forthcominj

the private agency is able to provide quality clinical services and whether therapists/counselors

receiving adequate supervision as required b

a Substantive clinical audi t of t he agencyd
supervision is being provided. See Death Investigation 1.

Because of the limited number of providers and the number of subcontracts under this agency, the
agreed to a corrective action plan. A corrective plan was provided to the agency. According to ttre

agency is to continue implementatio of t heir current AAgency Cq
other recommendations made within the clinical review. A six month faljpwlinical review will bg
conducted to assess the progr amds renme to theirepsastic

guidelines. Clinical will schedule the folleup assessment.

OIG Comment: This case involved a family of seriously physically abused childr@ne of the children
disclosed to the parenting coach that he had:hehit over the head with alasticbaseball bat. Thenother
taunted and made cruel statements to the children, and the father appeared overwhelmed beca
mother distanced herself from parenting duties. In addition, the children demonstrated fetreoparents
The parenting coachhired and supervised by the private counseling agency, responded to these incig
by presenti ng a puppbktyshow to thé childvboanthde tthe didcloseré@Moreover, the
coach continued to report progess, despite taunting and inappropriate behavior by the parents who
seriously abused an infant.In an unrelated case, involving the same private agency, the Office o
I nspector Gener al found that an e mpsecaryyen@nbersfand
filed a false police reportand one of the owners of the agency blindly accepted the word of the emp
that the allegations were made up. TkHfice of the Inspector General reviewed tk@orrective Action Pla
that the Departmentdeveloped with the private counseling agency¥here is nothing in the Correctiv
Action Plan that addresses the concerns raised in the Inspector General reports.
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GENERAL INVESTIGATION 5

ALLEGATION A private agency caseworker falsified case records, documemtijuired visits td
clientds homes that never occurred.

INVESTIGATION Foll owing the caseworkerds departu
the new worker that the previous caseworker had only visited her home
during the prior sixnonth period Agercy administrators determined that the workexd documente
making monthly visits. In I'ight of the fost({
most recent entries regarding the family in the State Automated Child Welfare Infornfayistent
(SACWIS) and found the two entries were almost identical in language and content.

Areview of the caseworkerds case files found
visits. Furthermore, thénspector General investigasoconducted interviews with several of the fog
families on the caseworkero6s client roster.
to their homes but not with the frequency she had recorded in her notes. One foster mokegt \Whtailed
records of the familyds i nt er dnspectooGeseramirivastigatonstn
her notes which contradicted four occasions when the caseworker had recorded having been preg
home. Other foster parentsrded the caseworker had ever come to their homes and said they had ne
met her, let alone participated in the visits she described in her records.

In an interview withinspector General investigatpthe casewaorker was unable to explain the peédentical
notes contained in some ofrhease files and attributed the misconduct complaird personality conflig
with a former ceworker. Although the caseworker had documented a visit to the home of one foster
who lives in a remote, hara taccess area, she could not describe the house or how she located
caseworker maintained she had conducted all the home visits she had documented but could not e
multiple clients had contradicted her assertions and could not providiaieyce to support her statemen

OIG RECOMMENDATIONS /
DEPARTMENT RESPONSES Based on the review of the case record and the interviews|

clients and the caseworker, the Inspector General issued cI
against the caseworkero6s Child Wel f ar s reEondp.| Tt
caseworker later signed a voluntary relinquishment of her CWEL license.
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GENERAL INVESTIGATION 6

ALLEGATION A private agency caseworker failed to conduct required visits to a foster honj
falsified documents to reflect that visits had ocadire

INVESTIGATION The caseworker was responsible for monitoring the foster home of a rg
placed newborn girl and her three yed#t sister, who had resided in the home
three years. After the younger sister had been in the home for eight months, the ddstercomplained t4
private agency staff that the caseworker had not been out to visit the home since the baby had init
pl aced. Agency st aff revi ewed the casework
Information System (SACWISnd found she had documented monthly visits to the home. The case
had also submitted home visit reports for each meeting signed by both the caseworker and the fostq
When gquestioned by agency st af fe casevmikdr indisted shef I
conducted all documented visits and that the foster mother had signed a home visit report for eachj
was made.

A review of the case record identified significant differences between the signatures attributecstetij
mother on nine of the ten home visit reports and her signature on other documents related to her f
license. In an interview with thespector General investigatothe foster mother was shown the home §
reports and asserted that Isggned name as it appeared on seven of the reports was not in her hand
while she was unsure of two others. The only signature the foster mother affirmed was in her har
appeared on the first home visit report from when the baby girl waslliniplaced. The foster moth
pointed out discrepancies between her signature and the ones attributed to her, including one instaj
her last name was misspelled. In her interview Wipector General investigatothe caseworker stat
shelmd conducted all/l documented visits and de
reports.

TheInspector General investigataslisted the assistance of a handwriting expert for a forensic exami
of the home visit reports. The exper concl uded that the foster 1
report matched those found on other documents in her licensing file while the signatures on the of
home visit reports were not consistent with that of the foster parent. Seea&er provided thinspecton
General investigatorand the forensic examiner with angavriting sample for comparison.h& examine
identified deliberatattempts to alter their natural script. The examawarcluded there were features of
casework r 6 s wr i ting sample that made it more | ik
by the caseworker.

OIG RECOMMENDATIONS / 1. The private agency caseworker should be discipline

DEPARTMENT RESPONSES according to the agencyos p
including discharge.

The Inspector General shared the report with the private agency and the agency's Board of Direq
employee resigned.

2. The Inspector Generalwi | | dr aft charges for revocat.i
Employee License.

The Inspector @neralbr ough't char ges a gChiid Weltare Enpleyee ticersse Wit
caseworker voluntarily relinquished the license prior to the administrative hearing.
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GENERAL INVESTIGATION 7

ALLEGATION A private agency caseworker falsified documents to showhatleconducted hormj
visits that did not occur.

INVESTIGATION The private agency became aware of allegations made by a foster pare
special needs ward placed in her home that the caseworker had ng
conducting required home visits. The private agency ctedaother foster parents the caseworker
responsible for providing with services, several of whom also reported the caseworker had not been {

t heir homes. An agency review of the caseno
been to their homes found she had documented performing regular visits to their residences
confronted by agency administrators, the casH¢d
t hat she, Aknew it wvas ewmrpdnogy.ntentThvd t dha g érveo rakgl
performance and falsifying records. The case was referred to ffle ©f the InspectorGeneral for
investigation of the caseworkeros Child Welf g

InspectorGeneral invetigatorsmade repeated attempts to contact the caseworker by telephone and
enlist hercooperationin the CWEL investigationhowever the caseworker wasltimately unresponsive
Inspector General investigatoreade additional efforts to obtaintednate contact information for th
caseworker and identify others with knowledge of her whereabouts. Six months aftepénetor Generd
investigatorsnitiated efforts to locate the caseworker, she calledntestigators The caseworker stated 9
would voluntarily relinquish her CWEL in lieu of any further investigation. Thspector Generd
investigatorsadvised the caseworker she was required to submit her CWEL relinquishment form with
weeks in order to prevent any further action agfaimer license. The caseworker did not submit
relinquishment form.

OIG RECOMMENDATIONS / The l nspector Gener al i ssue
DEPARTMENT RESPONSES Child Welfare Employee License for failure to respond. An O}

of Abandonment was issued to which the caseworkdr rdit
respond. The CWEL Board revoked her license.
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GENERAL INVESTIGATION 8

ALLE GATION The Inspector Generaleceived a law enforcement assist request from the §
Security Administration (SSA) I nspe
of a shieme to fraudulently obtain retirement benefits through the use of multiple identities. TH
investigation focused on a woman licensed as a foster parent to care for Department wards.

INVESTIGATION The foster mother had been licensed to accept Department warder home fo
ten years, beginning with her acceptance into a professional foster parent p
administered by a private agency that hired individuals adifudl staff members.Thesefoster parent
received free housing and board payments for eact in their care, in addition to benefits and vacation
The professional foster parent program ended and the foster mother transferred her foster care homd
another agency. The foster mother latansferred her licenge two other privag agencies and was accepj
each time with no concerns about her fitness to serve as a caregiver.

In order to maintain their licenses, foster parents are required to submit to an assessment every fol
ensure they continue to meet the conditiostal@ished by the Department. These assessments ill
medical evaluations of the individual and disclosure of the foster pafieatscial resources in order to ver
they possess the physical, mental and economicyabiliprovide care to wards. Feview of the foste
mot herdéds | icensing file found that she parti
deemed to be in good mental and physical health. The foster mother reported no significant
problems and denied haviramy history or concerns about her mental health. The case file also coj
three medical evaluation forms used by the Department to identify if the foster parent presents any
medi cations, At hat may af f messtendurhnee aaddpariorménese toatdsks
responsibilities associated with caring for
evaluations asserted the foster mother had no disabilities, significant impairments or medicine sty
would limit her ability to provide careln her financial disclosures, the foster mother reported outside in
from businesses she owned and a pension, but she did not list any payments from any government &f

After being contacted by 23S the DCFS Inspectofzenerallearned that for the previous 20 years the fg
mother had been receiving social security disability insurance payments for a diagnosed psychiatric
The SSA had initiated an investigation of the foster mother, evidisability payments had automaticg
converted to retirement benefits five years earlier, after it was determined she had submitted

application to receive retirement benefits fr&@8A under an assumed name. Thepector Generahen
engagedn a | oi nt i nvestigation with SSA and fur
had created multiple identities, utilizing several aliases, various birthdays and at least two differey
security numbers. She was also identifieth@aging multiple sources of income, including the paymentg
benefits she received as a professional foster parent, while she received disability insurance pay
violation of federal law.

In order to originally obtain social security disabiliignefits, the foster mother had reported suffering se
injuries in an automobile accident. She had reported that in addition to the physical limitations that
which prevented her from being able to perform basic tasks, she had also suffered cEnitive
impairments including an inability to concentrate, nervousness and paranoia. Based onrbéporseli &
doctor during a 30ninute assessment, she had been diagnosed with a mental health disorder that wq
concerns about her suiiaty as a foster parent.

During an interview with an SSA investigator, the foster mother provided him with an expire(
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identification card bearing the name she used to receive social security benefits. When asked for
form of identificatbn, she offered a drivés license in the name she used for her foster parent lice
which also |isted a different date of birth,

to provide any explanation for the discrepancy. Thstefomother was then presented with the evidg
obtained during the course of the joint investigation which outlined the contradictions and inconsi
between the information provided to SSA and her involvement with the Department. The fosterwae
asked to provide previous tax returns to support her assertion she was not in fact employed as a pff
foster parent while receiving social security disability payments. Five days after the interview, th
mother reported to the SSA irstegator that she could not provide the documentation as her accountd
died. The foster mother was asked to obtain the tax returns from the IRS and submit them to the in(
The foster mother has yet to comply with the request and the S8stigation remains pending.

OIG RECOMMENDATIONS / 1. The Department should pursue the revocation of the foste
DEPARTMENT RESPONSES mot herdéds foster care |icense

There continues to be a Director's Involuntary Hold on the license which prohibits any placeifies
Department will 6llow-up withthe private agency to determine where this case is in the enforcement

2. A foster care license applicant must provide the licensing worker with a Consent for Release
Information form for the Social Security Administration. The Social Security Administration Consent
form should be used.

This objective is being accomplished through the use of the foster home initial and renewal applicatig
(CFS 597A & CFS 598) instead of the 748 A policy guide and procedures will be issued. CFS W09
be issued byhe Office of Child and Family Policy.

3. The Department should amend CFS 713, Authorization for Background Check for Foster Can
and Adoption to authorize a check of public benefits.

Revisions to the form and procedure are in procAgsolicy guide will be distributed with the form change
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GENERAL INVESTIGATION 9

ALLEGATION A Department caseworker intentionally delayed a request by biological pard
have their newborn son placed with his paternal aunt in anotherasttthe chilg
was instead placed inteaditional foster homehere the foster father had ties to the Department.

INVESTIGATION Both parents resided in another state and were homeless. They came to lllir
before their baby was bornThe baby boy was delivered at 34 w&end his
mother tested positive for cocaine at the time of his birth. The positive substance abuse drug test p
child protection investigation to be opened and the parents spoke to an investigator at the hosp
mother admitted using coic& during her pregnancy and both parents reported histories oftelong
substance abuse and mental health issues. The couple had been moving in and out of shelters in
prior to the babyds birth and hstewintlinois,ras thair familg
resided in a neighboring state. The parents identified the paternal aunt as a willing caretaker wi
accept placement of the baby in her home and informed workers she was traveling to the hospitaldto}
stateat that time to join them.

Three weeks after the baby was born, the child protection investigator conducted a phone interviewg
aunt, who had returned to her home-ofistate. The aunt stated that she and her husband, who were
for theirown six montkold twins, were willing to accept the baby boy into their household. The invesrfl
had previously conducted Law Enforcement Agency Database System (LEADS) checks on the au

husband and found neither had a criminal history. &Hegys after the call, a shelter care hearing was hd
which time the boy was found to be neglected and was taken into custody of the Department and p
traditional foster home since the parents had no relatives in lllinois. The aunt way ptetbe hearing
having traveled from ottf-state in order to attend. The same day, the child protection investigatid
indicated against the mother for Substantial Risk of Injury. The parents subsequently returned to
where their familiedived. Although the aunt had been identified by the parents and had demonstrateq
to be involved in the boybés <case, at nNo t i me
Interstate Compact on the Placement of Children (ICP@nidted. The ICPC is a contract between st
that authorizes collaboration between agencies to ensure children who are placed in another state
care or adoption receive adequate protection and support services. The ICPC establishes piarctury
placement of children and assigns responsibility for the agencies and individuals involved in placing t

interview with Inspector General imstigators the caseworker stated she did not initially identify
geographic issues in the case or recognize the immediate need to requédC.aih€ caseworker stated
was not until a status hearing six weeks later, attended by the parents anohtththat the casework
understood the need to submit such a request. The caseworker said that at the time she had not cd
ICPCrequest in 10 to 15 years and had several other cases she was more focused Upspecidn Genera
review of tre case file found that it was not until more than two months after the status hearing

caseworker made any efforts to begin the process of obtaining®&wal@ another two months passed be
a completed request was submitted. The caseworkeumade to provide an explanation for the delay
making the requestlthough,during the time the caseworkiradthe caseshe had inconsistent supervisiq
with three different individuals overseeing her efforts during the first three months of bieiment. After
the request was finally submitted, an additional month elapsed before it was forwarded to the othe]
begin the assessment of the aunt 6 s umiode which would
have served as a bar placement of the boy. The assessment was delayed for one month in orde
fat her to find alternative housing. The nei
compl eted before the aunt 6s HedbapeThewrdsioraaniped HOV®

Following the hearing, the placement case was assigned to a Department caseworker for servicI
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after the boy was born and more than 9 months since he had been placed in the traditional foster horf

One month after the BC had been approved, the caseworker and her supervisor determined the boy
remain n his current foster home. Their decision was based largely upon the fact the boy was ali
yearold and had bonded well with the foster parents. The caseworker and the supervisor also cited
about the aunt and her husband already havingg/twins of their own and that the aunt had not mainta§
contact with thechild (foster parenjswhile the IGPCwas pending. Although the aunt called the casewd
after learning the IEC had been approved, the caseworker did not document this camtdw State
Automated Child Welfare Information Tracking System (SACWIS). In an interview ndhector Genera
investigatorsthe aunt said she had been instructed after the initial shelter care hearing not to comj
directly with the foster famyi, though she could not recall who might have given her that directive.

The father of the foster family was a Department employee, which led to concerns among advocat
parents and aunt that deci si ons bl Departmentpersornel.
an interview withInspector General investigatorthe foster father stated he was not familiar with
caseworker prior to the boy being placed in his home. Ii$@ector General investigatidound the foste
f ami | gndeds suipéndsed by a Department employee, in violation of Department Rulendddyes
Conflict of Interest The intertwining involvement of multiple Department employees as decision makd
interested parties in this case presents a conflicttefest which created an appearance of impropriety
cast suspicion on the motives of those invol V

OIG RECOMMENDATIONS / 1. The caseworker should be disciplined for her failure tg
DEPARTMENT RESPONSES timely Complete a Request for Interstate Compatc

The employee received a written reprimand.

2. This case should be used as a training tool on the importance of completing timely requests
Interstate Compacton the Placement of Children

This case is being incorporated into the Foundations traiaimgermanency/Placement Workers.

3. The boybdbs case and the monitoring of the f
agency.

Theb oy 6 s c afsster hame dicertsdave beetransferred.

4. The Department must notify the court of the two conflict of interest violations of Rule 437
Employee Conflict of Interesin this case.

The DCFS Office Of Legal Services provided notice to all parties of the recommendation and the
violations of DCFS Rule 437. The Office of the Inspecten&al informed the juvenile court of the pote
violations.
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GENERAL INVESTIGATION 10

ALLEGATION A private agency caseworker engaged in inappropriate relationships with currg
former Department clients.

INVESTIGATION Thel nspect or invdbrermertrwad firapted by a law enforceme
investigation of an alleged sexual relationship between the caseworker and
on his caseload engaged in drug treatment counseling. As the police investigation continued, §
allegations of improper relationshipsitiwv clients and inappropriate behavior toward coworkers b

caseworkerover several yearsiere made by multiple individuals. Theiminal investigation ultimatelil
concluded that while the caseworker had engaged in sexual relationships with twadilhdients, the
relationships had been consensual and would not result in criminal charges. The private agency t4
the caseworkerds empl oyment .

Thelnspector General investigatastablished that private agency administration had been afivangaing
concerns regarding the caseworkeroés behavior

isolated incidents, despite the frequency with which they were alleged. On one occasion, a client
familiar with the caseworkerdm her previous involvement with the private agency voiced objection to
again referred to the agency for services. The client stated thahaftaiginal case had been closed, she
encountered the caseworker at a bar where he made sexuatexit@vard her and attempted to sell drug
her companion. Workers from other organizations who referred clients to the private agency for
expressed concerns to agency staff regardingr
technician who had been called to the privat

websites having been accessed from the casew

A review of the caseworker 6s per s o mradnlinistfativd leav
following the allegations made by the client that she had been propositioned by the caseworker at a i§
interview withInspector General investigatprs t he agencyodés executive d
of the meanhg at which the caseworker was placed on leave, though minutes kept by the agency rec
attendance. The executive director expressed his belief the agency had acted appropriately in p
caseworker on temporary leave and said he had spodesonally with the caseworker, who denied

wrongdoing and attributed the allegation to a worker at another agency with a vendetta against hy
executive director stated he accepted the dme
report from the computer technician, the executive director stated the caseworker might have only
pornographic websites in passing and that the technician had not provided any photos or specific inf{
to substantiate the claim.

OIG RECOMMENDATIONS / 1. This report should be shared withthe agencyand its fiscal
DEPARTMENT RESPONSES agent.

The Inspector General shared the report with the fiscal agent for the involved agency. The fisg
terminated its contract with the Department to serve as the fiscal agent fgahiy.a
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GENERAL INVESTIGATION 11

ALLEGATION A Department call floor operator accessed information from the State Auto
Child Welfare Information System (SACWIS) related to a ¢haewas not assigne
to her.

INVESTIGATION The call floor operator approached a-worker and initiated a conversatig

regarding a hotline call that had been made to the State Central Register
involving the cewor ker 6s r el ati ve. T h e-workgy shouddt itarvens in gh

situation and become a foster parent ®ittvolved child. The operator had not been the Department w
who accepted the hotline call and had no professional involvement with the case.

In an interview withinspector General investigatprs t he oper at or 6s superhe
issue of employees accessing SACWIS to obtain information about cases they were not involved
problem in the office and had issued an order to workers to refrain from doing so. The supervisor
operator had spoken openly in the offit@at reviewing recently initiated investigations in SACWIS in ol
to identify infants who might be available for her to care for as a foster or adoptive parent.

Unrelated to the charge of accessing confidential information, the Inspector Genelaatwmessnoted thg
the operator thbeen the foster pareribr 20 monthsof a boy who was placed in her home at 16 e#gl9
following an SCR report. Aeview of SCR records found the operator was the 8&lRakerwho received
the hotline call thatint i at ed t he Departmentds involvement
reports that led to his being taken into custody. The baby was placed in foster care with the operatd
the same day she had accepted the subsequent reports.

In her interview withinspector General investigatpthe operator denied speakingite coworkerabout the
cdl involving her relative The operator stated she had become aware of the case through news reg
acknowl edged s he i pddittobahaibfdriyation fnoan EACAESCte enssire the Depart
had been contactedShe said she often did this until she wastructed by her supervisor to discontinue
practice of obtaining information about cases she was not involved with from SACWS Inspector
General investigatiodetermined that it was likely the operator had discussed the information regardij
report with her ceworker. There was however,no evidence to suggest the operator had inflietnice
decisionto place her owiosterthe child in her foster home.

In interviews withinspector General investigatpiSCR administrators acknowledged awareness of ope
accessing SACWIS for information unrelated to the specific calls they had been assigned. T]
administratos informed thdnspector General investigators thiagir response to such occurrences had
verbal instructions to discontinue the behavior, though these instances of redirection were not doc
Department Administrative Procedure 20 prohibitsrkeos from accessing information on the SACV|
database that does not pertain directly to a case to which they are assigned. The practice of workerg
information they are not entitled to could result in the confidentiality of those involvedh&itbepartment t4
be compromi sed, undermining the publicbds trus

OIG RECOMMENDATIONS / 1. The call floor operator should be counseled agains
DEPARTMENT RESPONSES discussing confidential information with ceworkers.

The employee was counseled.

GENERAL INVESTIGATIONS 139



2. State Central Register Managemst should issue a written directive to be incorporated into the ca;'
taker manual prohibiting call takers from accessing SACWIS on any cases not related to hotline ¢
they receive and enforce existing Administrative Procedure 2@&lectronic Mail/Internet Usage/SACWIS
Search Function through discipline for violations.

The Department agrees. The SCR Administratmaéled directive to staff.
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GENERAL INVESTIGATION 12

ALLEGATION A private agency caseworker engaged in a romantic relationship with the
father of a family on her caseload.

INVESTIGATION The case was referred by the private agency after the caseworker confeq
relationship to agency management and her employment was terminated.
interview withInspector General investigatothe caseworkestated that after the relationship with the fo
father commenced they did not discuss issues regarding the foster children during their personal ti§
caseworker said she did not exercise any favoritism towards the family and did not distunbi tHe &
placement in the home. The caseworker acknowledged having reservations about entering
relationship but said she did not regard the foster father as a client, in contrast to the children or &
parents she worked with on her casal d . The Departmentdés Code of
expressly prohibits sexual relationships with foster parents in SectidReSpbpnsibilities to Foster Paren
Such relationships undermine public confidence in the impartiality &f elelfare professionals and pres
significant potential impediments for the delivery of effective services to foster families.

In her interview,with Inspector General investigatoiise caseworker denied receiving any ethics trai
during her employmnt with the private agency. In a separate interview lmgpector General investigato
an agency administrator stated that while the agency had not developed its own internal code of
relied upon the Code established by the Department apdcexd all employees to comply with
requirements. The administrator said the agency had established an Ethics Committee which emplo]
encouraged to engage to address any ethical questions or concerns.

The Inspector General investigatidoundt he casewor ker 6s behavior w
Ethics for Child Welfare Professionals and chargese issuedagainst her Child Welfare Employmsg
License (CWEL).

OIG RECOMMENDATIONS / 1. The private agency should expand its existing ethiq
DEPARTMENT RESPONSES infrastructur e to include advising new employees that th

agency has adopted the Depar
Welfare Professionals.

The private agency provided training to staff on the agency's policieslimggersonal relationships wi
clients and the Code of Ethics for Child Welfare Professionals.
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GENERAL INVE STIGATION 13

ALLEGATION A private agency caseworker provided a confidential child protection investig
summary to the man who was the subjechefibvestigation.

INVESTIGATION The man who was the subject of the investigation had been accused of stril
seven yeao | d son during an argument

disciplining the boy for his misbehavior in school. During an interview withagsigned child protectig
i nvestigator, t he man repeatedly referred to
about his assertions the man told the investigator he had obtained a copy of the pending report andI
anunredd&ced copy of the Departmentds investigat.
acquired the summary, the man responded, i |

man he was in possession of confidential material and catdid¢he summary. The investigator obsetrl
that the document displayed the name of the person who had printed it from the State Automa

Welfare Information System (SACWIS), a private agency caseworker.

In an interview with thelnspector Generalnvestigators the man stated he had a personal romg
relationship with the caseworker and had taken the SACWIS summary from her home with
knowledge. The caseworker had no involvement with the pending investigation against the marj
profesgonal reason to have the summary in her possession. Information contained in the SACWIS
is confidential and is only authorized to be accessed on abgasese basis by child welfare professior]
with direct involvement. In her interviewnspedor General investigatorgshe caseworker admitted s
printed the summary and said she did so after learning from the man of the pending investigation ag
The caseworker stated she had two children and wanted to know the details of the tiorestigader t
ensure the man did not pose a risk to them. She said she had no intention of sharing the summar
man but that he had takénfrom a dresser drawer in her home without her knowledge. Ifgpector
Gener al 6s ddmotfiacsthe iaagaunts obtlme caseworker or the man to be credible.

The caseworker acknowledged she was aware of Department Rules regarding confidentiality and hag
Statement of Confidentiality with the private agency where she was employed. Thwerkasestated thd
her supervisor at the private agency was aware of her actions and that no discipline had been tak
her. In an interview with thénspector General investigators t he casewor ker 6s
agency had decided toithhhold disciplinary action pending the completion of hen s pect or
investigation.

OIG RECOMMENDATIONS / 1. The private agency caseworker should be disciplined up 4
DEPARTMENT RESPONSES and including discharge for violation of confidentiality and
Administrative  Procedure 20, Electronic Mail/Internet

Usage/SACWIS Search Function.

The Inspector General issued charges against the employee's child welfare license. The CWH
Temporaily Suspended her license pending resolution of the charges.
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GENERAL INVESTIGATION 14

ALLEGATION A child protection investigator was involved in a romantic relationship with a f
who was the alleged perpetrator in two investigations she had conducted.

INVESTIGATION The father and his family had an extensive history of involvement with
Department and local lawnéorcement. The father and mother had a vol
relationship resulting in multiple indicated reports, orders of protection and arrests for domestic

Following a hotline call after the couple had separated reporting the mother was allowingteae@ge
offender to have contact with their two children, a 15 y#drboy and 13 yeawld girl, a child protectiof
investigator was assigned to the case. The investigator was unable to find any evidence to sU
allegations and unfounded theport. In separate interviews withspector General investigatorthe
investigator and the father stated that following the close of the investigation the father began consy{
investigator for advice and a friendship between the two developed.

Two years after the case was unfounded, the State Central Register (SCR) received a report the
punched his son and hit him with a belt. The case was assigned to the same investigator who had H
previous hotline report. In an interviewith Inspector General investigatprs t he i nvest.
stated that case assignments were made on a rotating basis and the investigator was next in

supervisor stated the investigator told her she had previously handled a casegntiaviamily but neve
disclosed she had a relationship with the father outside of her professional capacity. The superviso
she had been aware of an existing relationship between the investigator and the father she would haI
case trasferred to another investigator. The supervisor said she had previously taken such adg
provided documentation of her prior efforts to transfer cases involving potential conflicts of intereq
investigator ultimately recommended the report mgjahe father be unfounded.

Six weeks after the child protection investigation was closed, Department personnel were inforg
investigator had accompanied the father on a trip to visit his friend in another state aeémattioducedo
thefriendast he f @it hlefr ©isend. The friend | ater stat
met the investigator under those circumstances.

In an interview withinspector General investigatoithe father stated he only contacted the invatigat
work and never called her personal phone. [HRspector General investigatsubpoenaed personal phg
records for the investigator and the father and identified 331 phone calls between the two that occu
the child protection investigatiohad been closed. In a separate interview, the investigator acknowI
having a friendship with the father that began when she conducted her first investigation of the fam
investigator stated she had accompanied the father on the trip dategfcovering 280 miles round trip,
the father could listen to the engine because she was having car trouble. The investigator said
occurred to her that conducting an investigation involving someone she had a personal relationg
would constitute a conflict of intereshowever, she also claimed to have informed her supervisor th
knew the father prior to accepting the second investigation.

In addition, the investigator had entered a contact note in an unrelated investigatitifyindeit as a
interview with the reporter. In fact, the investigator had spoken tovaodcer of the reporter, who w
unfamiliar with the family, but the investigator did not know this because she had failed to ascertain t
of the person shepske with.

Whil e t he | n snvestgdtianrwas®@egoirg the lcasavorker was discharged by the Depd
for falsification of records and failure to perform required duties in other cases.

GENERAL INVESTIGATIONS 143



OIG RECOMMENDATIONS / The Inspector General issud charges against the fild
DEPARTMENT RESPONSES protection investigatorbés Ch
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GENERAL INVESTIGATION 15

ALLEGATION A Department caseworker borrowed thousands of dollars from a foster parent
caseload.

INVESTI GATION The caseworker had been assigned to provide services torapred yeapld
developmentally disabled Department ward who had been taken into proj
custody after being pressured into a sexual relationship with a 3®lgearan by her parents. Just priot
the babyds birth, t h e tionab foskeehomevofiassworpahn alw éhald been issuf
foster care home I|icense by the Department f

her child remained together in the foster mot

In an interview withinspector Generainvestigators the foster mother stated that six months after
placement began ststarted to receivéext messages from the caseworker asking to borrow money.
foster mother stated she had become aware the caseworker was involved in bankrepgeginys and
repeatedly agreed to provide her with funds. The caseworker offered a variety of reasons for ne
money, including car repairs, dental work and paying household bills due to conflicts with her fi
institution. One request for 3150 was attri buted to the caseV
another state for a red |ight camera violati

came after the caseworker stated money she had previously been gthenféster mother had been sto
out of her car. During a formonth period, the caseworker made 10 requests to borrow funds from thg
mother totaling $12,500The foster mother decided to complain because she had never been paitites
Inspedor Generainvestigatos ubpoenaed t he casewor ker 6 s mofilocal
law enforcement, waable to establish that the text messages sent by the caseworker to the foster mo§
legitimate.

In an interview withIinspectorGeneral investigatorsthe foster mother stated she willingly assisted
caseworker out of a sense of helpfulness but gradually became uncomfortable with the lendin
caseworker neglected to pay back any of the money, as she had promised. tarhndtser eventuall
stopped giving the caseworker money and later confronted her in a public place over her failure to rq
of the funds. As the teen motherdés behavior
and the casewrker addressed the possibility of having the mother removed from the home but allow
baby to remain in the foster mmnipecorGereralingestigat@ie
never intended for her financial assistance todhseworker to influence decisions regarding foster
placement decisions. She stated she always provided the caseworker with funds in cash ang
caseworker had repeatedly asked the foster mother not to divulge the loans to anyone. Two aveble
foster mother provided the last lgahe foster mother requested the removal of the mother from her
following extreme behavioral outbursts by the mother.

I n the «casewor klespettar Géneral ewestigagmshe imitiatlyhstatedshe had borrowe)
$4000 from the foster mother on one occasion when she mentioned an immediate personal financiaj
during the course of a conver sat i othat ingpectot Gerel
investigatordhad reviewed mtiple text messages from the caseworker to the foster mother requesting
for a variety of reasons, the caseworker admitted accepting money and denied knowing how much
received in total. The caseworker acknowledged that at the time of theewtehe had not paid back any,
the funds to the foster mother. The casewor K
after being unable to retain custody of the baby. The caseworker denied stating or implying that bﬂ

her money the foster mother could influence her ability to have the baby remain in her care. The c
acknowledged the circumstances of the situation constituted a conflict of interest. The Code of
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Child Welfare Professionals clearly pibits child welfare professionals from allowing their private inter
to conflict or appear to conflict with their responsibilities to clients. THspector Generdiled charge
against the caseworkerds Child Welfare Empl oy

OIG RECOMMENDATIONS /
DEPARTMENT RESPONSES

1. The caseworker should be disciplined up to and includinj
discharge.

The employee was discharged.
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GENERAL INVESTIGATION 16

ALLEGATION A Department placement worker made inappropriate communications to a mo
his caseload whose four children haéiglaced in foster care.

INVESTIGATION The motherds children had been r ¢
subject of three indicated reports for abuse and neglect of them durirgnantie}
period. The family was frequently homeless and the mother preseetad| health issues that impeded
ability to provide adequate care for the children. Following the third indicated report, a case was op
permanency services and assigned to the placement worker. In an interview witkpetor Generd
investigators the mother stated she first met the placement worker at a court hearing one week after,
was opened and again at a second hearing a week later. The mother stated she had exchanged fr
and text messages with the worker, prityarélated to scheduling visits with her children. On the night
the second hearing, the mother said she received two text messages from the worker, both after 10:3

The first text message expr ess e dsddsiredao neet withder &
evening as well as a plea to not let anyone else know he had made the request. The second tex
minutes laterjncludedan apology for having sent the first message it was .iThe mathe
stated shealid not respond to either text and pretended not to have received them when she spoke]
worker by phone the following day. THaspector Generas ubpoenaed the pl a
records. The records confirmed both messages had beencsemtft he wor ker 6s pho
night in question.

In his interview withinspector General investigatothe placement worker confirmed the phone numbe
messages had been sent from was his and said no one else had accessed or osedahithahtime. Whe
presented with the content of the text messages, the worker denied having sent them but was
provide an explanation for how they were sent from his phone to the mother without his action or knd
The pl ac e matempttwioitiate a rodantic relationship with a client on his caseload, the mqgj
four children removed from her custody who presents mental health issues, constituted a clear vig
professional boundaries and abuse of his authority.

OIG RECOMMENDATIONS / 1. The placement worker should be disciplined up to ang
DEPARTMENT RESPONSES including discharge.

The employee was discharged.he | nspector Gener al i ssued cH
Employee License
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GENERAL INVESTIGATION 17

ALLEGATION The mother of a 14 yeald boy with severe behavioral problenagyreed to 4
Dependency order in court so that the boy could be ordered to undergo ne
treatment The mother was indicated for neglect and was not notified of the fi§
by the Department.

INVESTIGATION The boy had a long $iory of mental illness stemming from his diagnose
bipolar disorder, conduct disorder, intermittent explosive disorder, sexus
physical aggression and delinquency. His frequent violent outbursts towards family members and thj
public resuled in numerous criminal charges for domestic battery, aggravated battery, theft and
damage to property. The boy had been psychiatrically hospitalized multiple times and had been pj
three psychotropic medications to help stabilize histielaehavior. A child protection investigation W

initiated after police were called to the fa
the motherb6s boyfriend. Both the boy amajuvenig
facility.

The assigned child protection investigator interviewed the mother, who stated she was no longer ¢
controlingthe boyo6s =erratic, danger ous b e h-aldsom expresse
concernsaboutherbi | ity to keep the younger brother s

Five days later, the mother accompanied the investigatdr a Department placement worker and
Assi stant Sttatteldbes Rdy d3 nelyel t e res,tha placembne vaek recogled
t hat she and t he Aexdainedttoatinetmotler shé wodlld be Agrdeiog to Kegle
Stipulation, allowing the boy to become a Department ward without assigning blame or responsibilit
mother. Ata dependency hearing two weeks later, The mother stipulated to and the court found the
Awithout t he ©pr oper -beiagrtlough ea fault, neglect or fackrof cbncesn b
parent. 0 The boy was aath¢ awardofahe dparmentaag veas plaeed
residential facility operated by a private agency.

At the time the boy was taken into protective custody, his mother collaborated with the child prq
investigator to transport some of his belongirmshe residential facility. The mother included some ofj
boybébs psychotropic medications and provided
Despite the motherds actions, s tbay ttoftale dis meditatonsr 4
review of communications among staff members found confusion regarding the process of obtaining
for medical treatment, a delay in getting consent because of a problem VilBR&G u ar di an 6 s
and the private agensstafo s unf ami | i @awn rutey Invelved $taff tepeatedly cited a needll
secure the consent of the Guardianship Adiwois,

however agency policy didot require such consent. Agency pgldoes allow for parents to give writt
consent, however the mother, who had given verbal consent, was never contacted.

After two weeks without any medication the boy experienced a severe outburst at the facility and h
psychiatrically hospitéded. The inability of private agency staff to recognize the danger of cutting d
necessary nieudrikceiynce ifinc ollidght of the severity o
he was assessed by a medical professional after rgftesiprovide him with his medications constitute
negligent disregard for the health and wmding of a child in crisis.

Fourteen months after the boy became a Department ward, the mother was informed by her employ
annual check of the Childluse and Neglect Tracking System (CANTS) had returned a positive result
for child neglect. The mother attempted to file an appeal of the indicated finding, however her ap

was rejected as being untimely. Thelmetr 6 s empl oy g_meizaljor,l whicht ifvolvedhwerk wiﬁ!I
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atrisk populations, was then terminated for her inabilitgserturnthe indicated finding.

The mother reported tmspector General investigatotisat she had never been informed of the indic
finding against hemand therefore had never had an opportunity to appeal the result within the g
timeframe. The lllinois Abused amdeglected Child Reporting AGANCRA) requires that the subjects
indicated reports be informed by U.S. mail and certified lgttemding is availableintended to provide t
Department with proof of notification. Department Rule also requires child protection investig
attempt verbal notification of indicated findings to the subjects of those reports.Ingextor Geneld
investigatonf ound no evidence to suggest the inves
involvement in the process of the boy becoming a ward, ever attempted to provide her with verbal nog
of the indicated finding. In an intemxv with Inspector General investigatoes State Central Register (SC
administrator stated that the Department does not send notification letters to the subjects of indicatd
via certified mai) since funding is not available. Whilee Departmen 6 s d at a Isloowtkat a lette]
was sentletters are sent by regular mail onlyif letters are not returned to the SCR mailing facility,
Departmentssumeshe letters have been successfully received

OIG RECOMMENDATIONS / 1. Given that the Department is unabé to prove that notice of
DEPARTMENT RESPONSES indicated findings was issued to the mother, she should §
provided an opportunity to appeal the remaining finding
against her.

This matter was heard by the Administrative Law Judge and the moéisgpevmitted to@peal the indicate
finding. AHU continues to set cases for hearing where appellant requests an appeal after 60 days of
Notice of Indicated Findings from SCR where service of notice of indicated findings cannot be provenj

2. The Administrative Hearings Unit should establish a policy whereby requests for appeal are n
dismissed as untimely unless proof of service can be shown.

Discussions were held with Administrative Hearings Unit. There are budgetary issues and we will tof
explore.

3. The private agency that operates the residential facility should counsel the staff who failed to follg
the private agencyds policy which would havs
medication.

The Inspector General shdr¢he report with the private agency and the agency's Board of Director
Inspector General's report was amended in response to clarifications provided by the private agency.

4. The Department should ensure that all reception center staff are made awatbkat when a youth is
taken into protective custody parental consent for medication administration is sufficient If consent
cannot be immediately procuredthe youth should be provided with his/her prescription medicatioron
an emergency basisintil parental consent can be obtained The Department should also clarify whosg
responsibility it is to obtain parental consent for medication when a youth is taken into protectivi
custody.

The Shelter Administrator will ensure communication with shelters ongsi®. This will be included i
Procedures 30@hild Abuse and Neglect Investigatipnpdats and Procedures 301, as appropriate. S
procedures addressing thescommendatiowill be issued
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GENERAL INVESTIGATION 18

ISSUE The Department failed timcorporate the provisions of an earllatact Family Service
Policy Guide into an updated version provided to workers.

DISCUSSION The InspectorGeneralconducted a review of Department Policy Guide 2014
Intact Family Services Referral Criteria and Procegll While the current polic
guide addresses proper evaluation of any and all substance abuse or mental health issues that mig
determination regarding childrenbés safety in
44012 form in cases involving parental mental illness. The CFS1&4form is intended to assure t
mental health records and other relevant information regarding support systems are obtained du
protection investigations and provided to intact fgrsgrvice workers during case transition.

Previous Department Policy Guide 2011.07 was issued five years ago in response to $feeraf the
InspectorGenerali nvesti gati ons that found the Depart

in those cases had seriously compromised the safety of children. In order to maintain consistencyna-l
the most complete possible care for children whose parents present mental health issues, both pol
should be utilized in conjunction witone another.

OIG RECOMMENDATIONS / 1. Policy Guide 2014.13Intact Family Services Referral Criterii
DEPARTMENT RESPONSES and Proceduresshould crossreference the requirements o
Policy Guide 2011.07.

The recommendationill be included in revisions to Procedures 382rvices Delivered e Department
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GENERAL INVESTIGATION 19

ISSUE The Departmentdés Licensing Unit misinr
individuals with criminal histories to move into licensed foster homes.

DISCUSSION The lllinois Child Care Act allows for théepartment to issue waivers
individuals with norserious criminal histories to serve as foster parents or 1
in foster homes provided the offenses are more than 10 years old and that they truthfully divulge theiy
the outset of the applicatin pr oces s . The Department s Centr
to prohibit granting a waiver to anyone attempting to move into an existing foster home. The rati]
n

this practice is that since an existing foster home has glite@eh licensed, the person seeking to joi
household did not convey their criminal history prior to the beginning of the foster home application
A Department Licensing Administrator confirmedltspector General investigatdisat it is curent practice
to prohibit considering a waiver for anyone attempting to move into a foster household after childr
been placed. The practice is delineated on the form used by the Department for waiver requests.

The Inspector General investigatotce nsul t ed wi th an administrato
who agreed that, legally, the Child Care Act does not require waivers to be automatically denied as
practice. Thiurrent interpretationf the statute effectively baany indvidual with a norserious crimina,
history from becoming a member of a foster parenting household, even if the criminal history
misdemeanor conviction from 30 years earlier.

OIG RECOMMENDATIONS / 1. The Departmentods Cri ming
DEPARTMENT RESPONSES should be amewded to permit consideration of waivers for|

disclosed, aged, noerious criminal offenses of persons whj
join the foster home after the foster home application process
complete.

The background check waiver forrand process have been amended to rerftanguage that did not steg
from the Child Care Act. The remaining language onftren is taken from the Child Care Act. N
information transmittal was issued, as only 2 persons at Central Office of Licensing work with and 4
the forms.
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GENERAL INVESTIGATION 20

ISSUE In her role as DCFS Ethics Officer, the Inspector General manages the review an

of annual Statements of Economic Interest required to be filed by certain emp
pursuant to the State Officials and Employees Ethics AdL@S 430/2023). After the 2015 filing periol
concluded, the Inspector General issued her report detailing overall Departmental compliance and id
issues that arose during the process.

DISCUSSION In 2015, the Department certified to the Secretary oeSte names of 612 DCH
employees and 14 members of the Children and Family Services Advisory (
(CFSAC) who were required to file a 2015 SOEI (total filers = 626). (Please see section Etititleth this
Annual Report for 2015 statistics about tiypes of disclosures made.)

The State Officials and Employees Ethics Act requires the Ethics Officer to review Statements prior
with the Secretary of State. (5 ILCS 430/28(2)). Failure of the Ethics Officer to revieall Statements
prior to filing results in negative audit findings for the Department and instances where the Secretaryl
rejects forms because they are improperly completed. To address these issues, the Department re

DCFS filer to send their completed, origirgtatement to the Ethics Officer who in turn files every corre
completed form with the Secretary of State (and contacts filers who need to make corrections).

In 2015, 55 individuals (53 employees and 2 CFSAC board members) sent their Stateraethystalithe
Secretary of State rather than to the DCFS Ethics Officer as instructed. Only one of these individu
this error for a second consecutive year. Additionally, six employees and one CFSAC board mem
fined by the Secretary of Staterflate filing. One employee, who was fined $1,715 for his late filing in |
2012, remains delinquent.

In an effort to reduce high rates of employees failing to send their original forms to the Ethics Off
revi ew, begi nni-Gogpiiamc20 Lt t@ar ONowmas i ssued t (
Departmentdés filing instructions by filing d
Compliance letters had an overall positive deterrent effect.

Historically, the Ethis Of f i cer has noted deficiencies i

employees who are required to file a Statement. In 2015, the Inspector General and the Departme
together to revise the identification process, includingphdsed eview process involving Deputy Directo
and coding by OES for positions that would be required to file a SOEI on an annual basis. Thig
process appears to have improved the accuracy of the identification process.

OIG RECOMMENDATIONS / 1. The Department should send Iformational Letters to the 53
DEPARTMENT RESPONSES employees who sent their SOEIs to the Secretary of State Offi
for the first time this year.

Informational letters were sent as required.

2. The DCFS employee who failed to follow filing instructions despite repeated warninghould be
disciplined.

The Statement of Economic Interests process has been discussed with the employee.
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3. The revised process for development of the list of persons required to file remedied seve
previously chronic problemsand should be incorporated irto written procedures.

The Department has incorporated this recommendation into practice. The Office of Employee Servic
will run a report of the positions/employees who are currently identified as being required to file St
of Economic Inteest in the month of December. This report will be distributed to the Deputy Directd

their review to ensure that all positions have been accurately captured based on the functions of theit
prior to submitting the list to the Secretary ¢&t8.
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GENERAL INVESTIGATION 21

ISSUE The Inspector Generasought to update which Department advocacy groupg
statutorily mandated to participate in annual ethics training and to clarify advisory g

name changes.

DISCUSSION The State Officials and Bpnoyees Ethics Act (5 ILCS 430) requires appointeq
state boards and commissions to complete annual ethics training, wtj
administered by the Ethics Officer (the Inspector General). Some advisory groups covered under tf
multi-agency groupénvolved with other offices of state government. In 2014, the Office of the Exi]

d

Inspector General notified the Ethics Officer that responsibility for one -awgtincy group was assigne
the Department of Economic Opportunity. As such, Di@FS Ethics Officer was no longer charged
oversight of ethics training for the agency.

OIG RECOMMENDATIONS / 1. Omit the multi-agency group from the list of DCFS advisory
DEPARTMENT RESPONSES groups required to take annual ethics training.

The listing has been removed.

2. Omit the multi-agency grmmp fr om t he pDigpvwebsitenigtingtod s ADCFS
Advisory Groups. O

The listing has been removed.

3. Update the name ofthe lllinois Adoption Advisory Council to the Adoption Registry Confidential
Intermediary Councilon Depart meemtthe meflséct t he groupobs

The name has been revised.
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GENERAL INVESTIGATION 22

ALLEGATION A child protection supervisor misrepresented herself in order to obtain config
medical information pertaining to a child protection investigator.

INVESTIGATION The investigator and the supervisor were assigned to different child protj
teams within the same Department field offickh. was t he of

require workers to request vacation time far in advance in order to ensure staff levels wast at 5(
percent during times of the year when absences tended to be high. Team supervisors met collg
review and coordinate vacation requests from investigators in an effort to minimize disruption to thj
and ensure equanimity.

After hdiday time had been arranged, tineestigator asked for time off just prior tiee upcoming holiday
for approved time under theamily Medical Leave Act (FMLA), which allows for unpaid days off to add

personal or familial medical issues. When preseht wi t h t he investiga
supervisor granted the time off The i nvestigatords supervisor
compelled to do so by the investigator és FMled

requests for days out of the office.

When other supervisors in the office | earned
i nvestigatorés supervisor to consult with thgd
decision on the investigatorodds history and h

supervisors then contacted the FMLA liaison and inquired about the propriety of her use of FMLA {
the upcoming absence. In an interview withpector General investigators t he Depar t me

stated the supervisors who called her never

liaison said she assumed the supervisor she spoke with primarily was responsible $eeingethd
investigatordés wor k. After the calll was com
not the investigatords supervisor and she ced
As a result of the ongoing conflict over the appa | of the investigatord
Administrator held a meeting with all child protection supervisors in the office. The Administrator rfj
and upheld the decision to grant t hdeosubmi gooftoft

medical necessity of her absence and she complied with the request.

OIG RECOMMENDATIONS / 1. The Department Regional Administrator should meet withl
DEPARTMENT RESPONSES supervisors and discuss how similar disputes about investigat
holiday time will be resolved in the futrre.

This recommendation was implemented.
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RECOMMENDATIONS FOR WARDS IN
RESIDENTIAL FACILITIES

The Inspector General reviewed prior investigations involving high risk wards and compiled a report of
recommendations to address the needs ofrésislentialpopulation. The Report addressed theldeu

threat presented by youth who exhibit violent or criminal behavior: immediate and targeted interventions
and accountability are needed for the youth and, at the same time, the Department must ensure the safety
of the community and other children in ear

In addition, the Inspector General noted that the Department often failed to effectively monitor residential
facilities. In part due to a reporting system (the Unusual Incident Reporting System) that had become a
bureaucratic function and did not cagwr analyze critical information.

The population of high risk wards includes a | ar
addition to the Inspector Generaldéds subsequent r
youth on run, this Bport noted that the population of children and youth who are missing or on run are

not a homogenous grolig he group identified the need to strat

and youth on run.
Evidencebased Therapeutic Interventions for Wids with Violent or Criminal Behavior

1. Multi -Systemic Therapy and intensive case management for delinquent wards with repeated
psychiatric hospitalizations: The Inspector General asked that the Departmentimplement a
multi-systemic therapy (MST) approhcand an intensive case management program for the 12
13% of hospitalized wards with multiple yearly psychiatric hospitalizations and wards who are
involved in both delinquency and adult courtRecommended January 2003,62-1G-1136 and
#02-1G-0558).

2. Aggression Replacement Training (ART): The program should implement anger replacement
therapy (ART combines anger control training (emotional), psychological skill stream training and
moral reasoning).(Recommended January 2003, G2-1G-1136 and #02G-0558). [Also see
recommendation regarding Evening Reporting Centers below, Section 11.1)

3. Multi -Dimensional Family Approach for reintegrating wards with violent behavior back into
the community: The Inspector General asked that a specific residential facilitincorporate into
its treatment intervention for youth whose anticipated discharge plan is a return to parents or
relatives,[and to] adopt a multidimensional family approach (Chamberlain, 1998). One of the
goals of this family treatment should betoasd vi abl e member s of the chi
in building a caring and civil community of empathy and moral reasoning in areas of sexuality and
violence. The family group sessions should take plficea location] to be inclusive of multiple
extended family members by avoiding taxing transportation while reinforcing realistic community
safety planning Extended family visits and thremonth aftercare therapeutic services should be
incorporated as part of the treatment intervention to help the familansition the child into his
familyds community-di méAmssipamal odertvhiec ensultthie chi |
receive a transitional consultation from the chi
(Recommended September 2@) #03-1G-0851).
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4. Pro-social skills training: In a set of Cffice of the Inspector General Reports addressing the

Child Welfare Systemb6s responses to sexually
that the appropriate emphasis of therapy and acamtability requires an emphasis on empathy

and pro-social skill developmentSexually Aggressive Children and Youth (SACY) Reports (dated
June 30, 1999 and June 13, 2000).

Interventions for SubstanceAbusing Youth: [For] an adlescent whose behavior isel§é
destructive and uncooperative, but is also using drugs, the Department should consider filing a
petition on the minor as an Addicted Minor (ILCS 705, 40514et sec) to make use of the authority

of the court in servicing such youtifRecommended May 999, 971G -1520).

Establishment of a multidisciplinary panel to assess placements and treatment options for

ag

high-risk wards: The Guar di andés Office has to proactivel
permanent, secure and nurturing living arrangemefitor each <c¢chil d t he Depart

Guardianbés Office should assemble a -pshwaeds, t o
recommend placement / treatment options, make recommendations about how to sustain-an on
going effort to review higkrisk cases and examine which may need court review for compliance
with mental health services. The panel should include: the guardian, psychologists, psychiatrists, a
pharmacologist, adolescent health experts, ethicists and selected independent exaniregnel
should designate a smaller group available to the Guardian forgming consultation in these
extreme casegRecommended January 2003,32-1G-1136 and #02G-0558).

Developing EvidenceBased Interventions: The Inspector General asked that th®epartment

e X

concentrate thef f undi ng f or t he Whild Famnilys Resegrch @ assisting i noi s

residential and foster care providers in developing evidenced based interventions for violence
prevention and response and transitional services for th&urn home of younger adolescent and
adolescent wards. (Recommended September 200308-1G-085]). [The Department will need

to provide supports, in the form of ongoing training of workers and supervisors and
consultation, to assure continuous fidelityto the intervention model in group homes, residential
facilities and successful reintegration of youth into their home communities.]

The Need to Promote Accountability and Ensure the Safety of Others

1. Evening Reporting Centers: [For youth who are duallyinvolved in the Juvenile Justice system

and the Department], the Department shouldpromote use of]evening[reportingl cent er s
similar to the current models utilized bfthe Cook County] Juvenile Court.[The Department
should request]a court order fa supervision . . [incorporating reporting to the center as part of
the court order] and involve separate facilities for youth ages-18 years old and young adults 17
18 years old. The eveningeporting] center should have the capacity to supervise rtardered

[ e]

community service and time spent in the center

evening [reporting] center, community, and school. Residential facilities should arrange for
transportation of their clients. Following the balanced andestorative justice model, adult
mediators can be used for conflict resolution between the delinquent and their vi§lihe three-
fold intervention described in Section I.A.2., above, for Aggression Replacement Training
should be utilized with youth in Evening Reporting Centers.](Recommended January 2003,
#02-1G-1136 and #02G-0558).

Identification of possible sexual assault in residential facilities: The Inspector General asked to

meet with the Clinical Director of a specific residential facilitytoé r evi ew proposed

its clinical protocols and training to address the failure to identify initial reports as possible sexual
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assault with an immediate referral to law enforcement; and failure to respond to the confirmed
information regarding £xual activity between youths of such tender ages with immediate medical

and clinical interventions (t (RecommehdediSepeemi@h i | dr e

2003, $3-1G-0851).

Secure facilities for youth with foreseeably dangerous behavior:The Department has been
remiss in its fiduciary duty by not establishing secure facilities for youth whose behavior poses an
established pattern of foreseeable serious risk of bodily harm to self or others (as specified in
DCFS Rule 411)(Recommended January2003, #2-1G-1136 and #02G-0558).

Half-Way Houses: The Inspector General asked thahte Department develop a placement model
similar to halfway houses for highisk wards (17 years and older) who have been released from
the Juvenile Division of the Degément of Corrections or are violating probation orders. The ward
should be held strictly accountable for school, work, curfew, etc. The Department should consult
with programs such as Safer Foundation or Isaac Ray regarding the development of secure
halfway houses(Recommended January 2003,32-1G-1136 and #02G-0558).

Restorative justice model: The Inspector General asked that he Department and the Cook
County Stateds Attorney discuss how to set
(Recommanded September 2003,63-1G-0851).

Weekend emergency responses for youtbn-youth sexual assault: The Inspector General
asked that: [tlhe Departmentsecure the assistance ¢& local child advocacy center]in
developing a system of weekend emergencyarses for alleged child on child sexual assault
evaluations for DCFS wards that reside if[DCFS] residential programs.(Recommended
September 2003, @3-1G-0851).

Contracting with Youth: The Department should develop housing contracts (for rent subsidies)
with wards and enforce regulations addressing the use of drugs, alcohol, firearms, and violence.
Institutional sanctions should be consistent across programs and the juvenile court should be
immediately notified when a ward is violating housing contradtsat threaten the safety or the
well-being of the ward. Housing contracts should make clear that funding for the apartment will
stop and the court will be informed of transgressions involving criminal activ{fgecommended
June 2011, #09G-2951).

The Need for a More Comprehensive and Substantive System to Measure Performance at Residential
Facilities

1.

AAction takeno on Unu SheaDepariment shdull rcdantind® eéopnoonitors :
implementation of a single reporting system for UIRs. In adalit, for a sixmonth validity and
reliability trial period, the agency must institute a streamlined UIR reporting process. During the
pilot period, the agency should assign a numbering system to UIRs so that one incident is reported
one time. Future claffications or corrections would be filed under the same number so that it
becomes possible to track number of incidents. In addition, the agency should prohibit supervisory
additions, deletions, edits or rejections of UIRs. Supervisory corrections aafichtions can be

filed with the Department through supplementary clarifying or correcting reports. During the six
month trial period, both the Department and agency management should review the original and
supplemental UIRs to inform them on the valtgiand reliability of the contents in UIR reporting
categories and the need for additional training regarding UIR preparation. Further, both the
Depart ment and agency management shoul d revi
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UIRs, both to ensurethat appropriate action is taken and to again inform the need for future
training. During this validity and reliability trial period precautions should be taken for the
potential of over reporting by staff.(Recommended September 200303-1G-0851).

Missing and Runaway Youth

The Office of the Inspector General developed a Flow Chart to classify missing and runaway youth
into low, medium and high risk cases, with associated levels of Department response to ensure that
the most dangerous cases receiveffaient attention at all levels.
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ERROR REDUCTION H

In 2008, legislation was enacted requiring the Office of the Inspector General (OIG) to remedy patterns of
errors or problematic practices that compromise or threaten the sdfefyildren as identified in
Inspector Generaleath and serious injury investigations and by Child Death Review Teams (20 ILCS
505/35.7).

Following legislative hearings, the Office of the Inspector General worked with legislators to develop this
error reduction statute. The Offica the Inspector General recognized that multiple weaknesses in
organizational processes occasionally line up to create a tragic outcome, resulting in the death or serious
injury of a child. The Office of the Inspector General used a systems perspectik@btiause analysis

to develop recommendations and trainings to reduce those errors that may result in the death or serious
injury of a child. Although occasional accidents
to introduce a systematand comprehensive approach to investigation and prevention efforts with the
goal of decreasing their occurrence. Root cause analysis is used to identify points in a system where
improvements can realistically be made to reduce the likelihood that tivieegzent will occur.

The Office of the Inspector General 6s error redu
statebdbs child protection system is aimed at buil
incidence of child injoy and death. The error reduction initiative informs both administration and front

line staff, and promotes critical thinking and decismaking.

In 2015, the Office of the Inspector General produced an error reduction training curriculum covering five
main topics. This curriculum was <critigued by th
Deputies of Child Protection and Clinical Practice Services. The detailed curriculum is as follows:

INTRODUCTION

The concepts presented here are meameiagorcement training for Kld Protection supervisors and
investigators, applying knowledge gained from literature on child mortality from physical abuse, and

I nspector General 6s death investigati ohwithtad chi | c
lllinois Department of Children and Family Services. This error reduction training is intended to
encourage an introspective organizational environment that recognizes the occurrences of errors and
acknowledges near misses to learn from themmpwove practice and prevent the risk of sentinel events.

Disasters are rarely the result of one major mistake by one incompetent worker, but by the result of a
system operating with a pattern of small errors or omisgidusiro, 2005) These small errearmay not

have an adverse effect on their own, but on one tragic occasion come together and lead to sentinel event
an unexpected occurrence involving death or serious physical or psychological injury, or the risk thereof.

Rate of Physical Abuse v. RateChild Maltreatment Deaths

Though the national rate of physical abuse has decréasdgelhor & Jones, 2006}here is a substantial
increase in the incidence of child maltreatment fatalities from abusive injuries, a slight increase in
hospitalizationdrom physical abuse, and an increase in the incidence of deaths during hospitalizations
due to abusé_eventhal & Gaither, 2012)
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-Discussion
Why has the incidence of abuse decreased? How doesaffexdt child protection?

Some hypothesize the decre&sdue to a general shift in social norms and attitudes, which has changed
the way children are viewed and treated. Behaviors that were previously acceptable are no longer so
easily tolerated. In addition, the availability of contraception lowered the emuaflunwanted children

and stresses within family householf&nkelhor & Jones, 2006)

Historically, certain marginalized groups such as slaves, servants, and women were seen as no more than
chattd - property without rights. At the whim of their mastethey could be subjected to deliberate
physical assault. Those beliefs were put asunder
Within the last thirty years, there has been a similar cultural shift in how children are valued. Children are

no longer considered the mere property of their parents, but individuals with rights. Meeting parental duty

to children is considered the fundamental basis for a parent's right to their children. If there is an
egregious act or a pattern of a parent's comgsing his/her duty of protecting the child the parent's

rights are similarly compromised.

Evidence of cultural shift:

T Surveys of parents in the |l ate 19906s showed
favored less violence toward childréRinkelhor & Jones, 2006)

1 Social intervention agents such as educators, domestic violence professionals, early
interventionists, child development professionals and child trauma researchers called for change.
Funding began for chilStat.endéds programs such as

1 Since 1975 there has been a decline in physical abuse in the U.S. Between 1975 and 2002 18%
fewer children were slapped or spanked by caregivers. Between 1975 and 1985 there was a 35%
decline of parents hitting children with an objg@olotor, Treodore, Runyan, Chang, & Laskey,

2011)

1 Internationally, children are viewed through a more kindly lens and there have been a number of
policy initiatives to end corporal punishment of children.

A In 1989 the UN Convention on the Rights of thelCstatedthat imembers must take
measures to protect children fromi forms of physical or mental violence, injury or
abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual
abuse, while in the care of parent(s), legal guardian(angrother person who has the
car e of (Wnhed Natidns Human &ights, 1989)

A Twentythree of fortyseven Council of Europe countries have passed laws prohibiting
the use of corporal punishment within the hoif@eiRivage, et al., 20155weden was
first in 1979. Romania and Ukraine had passed laws by 2004. Recent countries include
Andorra, Estonia and Malta.

A As of 2010, thre€entral andSouth American countries, Venezuela, Uruguay and Costa
Rica have passed laws against corporal punishnfgototor & Puzia, Bans against
Corporal Punishment: A systematic review of the laws, changes in attitudes and
behaviors, 2010)

A More countries irCentral andSouth America have followed suit between 2010 arid 20
including Honduras, Argentina, Bolivia, Brazilaghicaragua.

A Between 2007 and 2015, six African countries outlawed corporal punishment in the
home: Togo (2007), the Republic of Congo (2010), Kenya (2010), Tunisia (2010), South
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Sudan (2011), and Benin (2015). A bill proposing outlawing corporal punighize
presently under consideration in Uganda.

ToPIC ONE
The Rule of Optimism, as described by scholar Eileen Gambrill (author of Social Work Practice, A
Critical Thinkerds Gui de), is the tendency to hav

child. The Rule of Optimism appears to be the operating bias in many child death cases.

The Rule of Optimism can be countered tBlying on a wide range of information, key informants and
robust sources of evidence.

Avoid the foll owifnagl Ifisionnvesti gative pi

. Making decisions without sufficient information or misinterpreting information.
f Not obtaining or not critically reviewing relevant reports

A Such as police reports, previous child abuse reports, school records, mental health records
or medical reords.

A Example:See Lawrence and Jacobs/Landry case studies

9 Failure to give critical attention to new evidence that should have revised an assessment of the
situation.
9 Over reliance on seheports/ failure to verify selfeports

A Such as not checking IDe assure identity (for example, if there is a new person such as a
new boyfriend/girlfriend interacting with the child), not completing a valid LEADs, and not
checking work schedules or doct-epostd appoi ntr

9 Shortcus in scene investigations:

1. Part of the information gathering process includes an adequate scene investigation,
including reenactments, conducting scdangestigations in the location of incident or in
locations other than the home, and requesting to séeedesuspected to be involvedan
incident.

2. In the David Quentin case, the investigator observed the basement where the child was
punished and looked at tlegjuipment the child was forced to us@wever, she failed to
ask how theequipmentwas used, orequest a demonstration of how thguipmentwas
used.

3. In anotherexample,an investigator accepted th#te child was injured in the early
afternoon at a neighborhood playground without going to see the actual playgtdisnd.
motheits work schedule stwed she was at work in the early afternoon on the day of the
fi i n j and cguld not have taken the child to the park.

1 Closing investigations with poor documentation, thus limiting subsequent investigators/
caseworkersdé abil i tomwchido assess threats or ris
1 Anchoring Bias: In the David Quentin case, the investigator apgeahave had an anchoring
bias, resulting in her judging the paeoptive father to be a good caregiver based on his youth

! Trainer note: This relates to Topic 3 and contributes to a weaktigagve foundation.
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ministry and his service in the militarglespite hisuse of bizarre punishments and home
schooling of his own childreh

1 Positive Reframing Deception: In @ice of thelnspectoiGeneralinvestigations, mothers with
children already in care lied about or hid pregnancies for fear that DCFS would takddhe ch
away. While that mape a motive investigators/workers should consider whether this is part of
a pattern of deception or passively concealing information.

Il. Failing to properly assewp wihtiH dots? li g surii rejsu raina
1 Not ensuing child sees physician to assess injury, due to:
A Lack of knowledge about rapid healing of infant bruises or injuries.
A Minimizing Afadingo injuries on childoés fac:eé
A Lack of knowledge aboubdominalinjuries and failure to understandatrsmall injuries
to the abdominal regioare high risk Young childrenare not as able as adults to protect
abdominal areas (Trokel et al. 2004). Their abdominal muscles are relatively weak,
allowing impacting forces to be transmitted inward more ealllg-abdominal structures
such as the small intestines, liver and pancreas are particularly vuln@itddle Mclntire,
& Nowalk, 2012) Childrenés organs are also compar a
proportion to their body. As a result thase at greater risk for injury (Saxena et al., 2010).
Even if there is little or no bruising, when a child states that they have been hit in the
stomach, they should be taken to the dodeg Keira Geddes case stu@hildren with
acute small intestindakars generally have severe abdominal pain within an hour or two of
injury (Zitelli, Mclintire, & Nowalk, 2012)
A Lack of knowledge about thoracic (chest) injuri€loracic injuries have a high morbidity
and mortality rate because they are the result offfication of massive forces to the
chest such as stomping, slamming or violent throws. Thoracic injuries can present with
significant respiratory distress, with complaints of severe chest pain.
1 Not asking relatives or reporter if they have picturesuofent or past injuries.
1 Not providing physicians with descriptions of injuries provided by caretakers who reported

concerns.

1 Not comparing explanations given to the investigator for the injugies.Patrick George case
study.

1 Not having the technicability and equipment to download pictures from cellphones or not
requesting | aw enforcement assistance to dowl

injuries.See Ina Ordonez and Jessica Brown case studies.
1 Not consulting with child abuse doctoos other relevant professionals for second opinion
when needed.

Il. Failure to establish a safety net for child.
1. Discounting child centered collaterals, interviewing only the parent identified collaterals.
Examples of ppmpting questions to assist the chitddentifying collateral contaciaclude
1 Who are you special to?
1 Who do you go to if you have a problem?

2 See Topic 4Unrealistic and Developmentally Inappropriate Demands, Halo Effect
% See bruising slides in Section 5
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1 Who do you trust?
1 Who comforts you?

2. Failing to contact or establish a relationship with cleehtered collaterals in order to form a
support netwdt.

3. Not enlisting childcentered collateral such as collaterals identified by the child, extended
family member s, childbébs medi cal professional s
and ears on child.

4. Failing to contact support network when thergm has a new paramour and there is a
concurrent emergence of injuries on the child.

5. DCFS Procedures include the following examplegadditional prompting questions to assist
the worker in identifying collateral contacts:

T Who best knowshéehésmetder 66/ fhe family?
T  Who within this family can best assist in setting in motion the planning activities of the
family?
1 Who is the peacemaker in the family?
1 Who is the wisest member or person who can best approach other members to get their
assistane in planning for the future of the children?
1 With whom do you spend your holidays?
Who watches your children?
T Who are your family members?

]

-Narrative-
Parent has engaged in a new relationship or the individual has just moved into the
household and extead family has concerns about bruising. Their concerns have been
growing because the child appears to have more injuries since the individual relationship
has developed. Family may have noted bruises but attributed them to accidents. Now they
are unsure orare suspicious of abuse. In several homicide cases, misconception of
parentds right for privacy or considering the
be the fauHine dividing the children from protective early development professionals or
other syportive adults who can help protect a child or deter an adult from inflicting
future harm on a child.

TopriCc TWO

Not viewing with caution parental/contextual risk factors including domestic violence, alcohol use,
drug use, mental illness, use of weapomrsd expressed concerns over paramour(s) and child. These
conditions warrant careful assessment.

l. Risk Factors for child maltreatment
T Primary risk factor: V traadtidty aree strongly rgtated ithe 6 s  an
occurrence of child physicabuse (In @ice of the InspectorGeneralinvestigations it was
noted that hypereactive parents isolate the child from supportive family members.)
9 Additional risk factors include: Unwanted child; Parent use of corporal punishment; Parent
anxiety; Past égminal behavior; Family conflict; Family Cohesion; and Partner violdBtith,
et al., 2009)
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